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Preface 


taught my first course in social gerontology in 1978. Would anyone sign up, I wondered? Why would 18-year-old students be interested in 


aging? I marched into the classroom and laid out my notes that August day, perspiring from nervousness as much as from the heat. I couldn’t 
help but notice the tall, broad-shouldered guy sitting in the front row. His name, I learned when I called the roll, was Mike Thomas, an Iowa 
farm boy transplanted to Kansas to play football. Oh, great luck, I thought, echoing the prejudice college professors sometimes hold against 
football players. To my surprise, Mike earned a gentlemanly C+ as well as my abiding affection and respect. I hope his life is going well. He not 
only laid to rest my stereotype of football players but also taught me why my social gerontology classes have filled every semester that I have 
taught them. 

Mike wrote his required paper on grandparenting, a topic that interested him because of his close relationship to his own grandmother. 
Much as he loved her, he also witnessed the tensions that arose when she moved in with his parents, into his brother’s old bedroom. Aging 
interested Mike, as it does most students, because it was so close to his own life. Of course, most college students are not yet worried about 
growing old themselves. But all young people are members of families, and the dilemmas their parents and grandparents face affect them too. So 
it’s natural that they are drawn to the subject. Then, too, an increasing number of students these days are returning to school after having 
worked full-time for many years and raised families. These older students have an immediate interest in the topic of aging. The challenge for 
the instructor is to demonstrate how these personal concerns are linked to larger structural issues, such as how, for example, familial care of the 
frail elderly is influenced by population aging and by political decisions about the just distribution of societal resources. It was my interest in 


demonstrating to students how the subject matter of their lives is shaped by larger societal forces that led me to write this text. 


ORGANIZATION 


This text is divided into five parts and 16 chapters. The chapters in Part One, “Defining the Field,” provide the student with a firm grounding 
in core methodological and theoretical issues and document key trends in population aging. Part Two, “Interdisciplinary Perspectives on 
Aging,” reflects the fact that social gerontology is an inherently interdisciplinary field. It provides a detailed look at the contributions of history, 
biology, and psychology to the study of aging. 

Part Three, “Social Aspects of Aging,” examines family relationships, living arrangements, and the transition from work to retirement. Part 
Four, “Health Aspects of Later Life,” discusses health and health care in later life, care for the frail elderly, and the experience of death and 
dying. Part Five, “Aging and Society,” examines aspects of aging at the societal level. The three chapters in this section discuss the economic 


and political aspects of aging. 


DISTINCTIVE CHAPTERS 


This book includes all the topics typically covered in a social gerontology text and contains three distinctive chapters. One of these is a separate 
chapter on the life course (Chapter 2, “Life Course Transitions”). I include this topic because of the growing emphasis in the field of social 
gerontology on the relationship between the quality of life in old age and an individual’s cumulative experiences, choices, constraints, and 
opportunities over the life course. 

Another distinctive chapter focuses on the long-term care of the frail elderly (Chapter 12, “Caring for the Frail Elderly”). A substantial body 
of research on this subject examines the burdens and satisfactions family members experience in caring for their aging kin, the problems 


associated with nursing home care, and the advantages and disadvantages of various 


XV 


alternative living arrangements. This chapter provides a complete portrait of the range of long-term-care options and of the policy choices 
facing an aging society. It also includes the fascinating qualitative research on daily life in nursing homes that students find so interesting. 

Each semester that I have taught this course, I have found that students were confused by the vast array of social programs for income 
support, health care, social services, and long-term care in the United States. Most texts scatter explanations of these programs within various 
chapters. This book includes a separate chapter on the welfare state that explains the differences in how these programs are funded, who is 
eligible for benefits, what benefits are provided, and the relationship of the programs to one another (Chapter 5, “Old Age and the Welfare 


State”). It is intended to serve as a ready reference for students as they read about these programs at appropriate points elsewhere in the text. 
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PEDAGOGY 


Chapter Outline 


Each chapter opens with an outline that introduces the student to the topics covered in the chapter. 


Looking Ahead Questions 


The Looking Ahead questions provide students with four or five questions to keep in mind when reading the chapter. 


Chapter Opener 


Each chapter features a lively introduction to engage students’ interest in the subject matter and set the stage for the material that follows. 


Key Terms 

Key terms and concepts used in the text are high-lighted in bold when they are introduced. A list of key terms—with page references—follows 
at the end of each chapter. The glossary at the end of the book provides a definition of each key term used in the text. 

Illustrations 


Chapters are enlivened by figures, tables, cartoons, and photos that summarize key trends and highlight important issues. 


Thematic Boxes 


Many instructors have told me they and their students found the boxed discussions timely, informative, and helpful. An Issue for Public Policy 
boxes examine the policy implications of key social issues. Aging Around the World boxes feature cross-cultural research on aging in other 
cultures. Diversity in the Aging Experience boxes describe variations in how people age in the United States, depending on their gender, race, 


ethnicity, nationality, and cultural background. Finally, In Their Own Words boxes provide first-person accounts of the aging experience. 


Looking Back Questions 


The questions raised at the beginning of the chapter are answered at the end of the chapter in the Looking Back section. These questions and 
short discussions help students to summarize the main points of each chapter. 
Thinking about Aging Questions 


A series of thought-provoking questions are designed to stimulate critical thinking and stimulate class discussion. 


Exploring the Internet Exercises 


The World Wide Web has become an important source of information for students and their instructors. Each chapter concludes with a section 
called Exploring the Internet, which tells students about websites related to the chapter content and provides a series of questions students can 
answer using materials found on the Internet sites. 

This edition has a new discussion of aging and immigration patterns, new information on how caring for elderly parents affects a woman’s 
risk of poverty, an update on trends in active life expectancy, and an expanded discussion of Parkinson’s disease. This edition also contains a 


substantial amount of material on how 
xvi 


the financial meltdown of the economy in 2008-09 is likely to affect both older people and future generations. Finally, this edition has many 
new boxed features including the relationship between population aging and terrorism, and the familial relationships of gay men and lesbians in 


later life. 


Chapter-by-Chapter Changes 


The Seventh Edition has a substantial amount of new text material. All tables, figures, and charts have been updated, and some exciting new 


topics have been added to every chapter. 


What’s New? 


Chap. 1 
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New In Their Own Words: Aging Successfully. 
New discussion on the millennial generation. 
New Aging Around the World: Growing Old in Lebanon. 


New discussion on age stereotypes on Facebook. 


Chap. 2 
New discussion on the Harvard Study of Adult Development. 


New discussion on the life course effects of military service. 


New Diversity in the Aging Experience: African American Veterans Share Their Experiences with Military Service. 


Chap. 4 


Updated statistics on health, mortality, and life expectancy. 


New Diversity in the Aging Experience: Wealth Inequality and Life Expectancy. 


Chap. 5 
New Diversity in the Aging Experience: Racial and Ethnic Differences in Support for Social Security. 
New discussion on Delayed Retirement Credit. 


New In Their Own Words: Relying on Meals-on-Wheels. 


Chap. 6 
New discussion on the effect of genetic mutations on longevity. 
New discussion on ovarian cancer. 


New In Their Own Words: Recovering from Ovarian Cancer. 


Chap. 7 


New Diversity in the Aging Experience: The Secrets of Super-Ager Brains. 
New Aging Around the World: Declining Dementia Rates in England, Wales, and Denmark. 


New In Their Own Words: Generativity through Mentoring. 


Chap. 8 
New In Their Own Words: Variations in the Quality of Older Men’s Long-Term Marriages. 
New section on Divorce in Later Life. 


New Aging Around the World: The Health Effects of Grandparents Caring for Grandchildren in Taiwan. 


Chap. 9 


New In Their Own Words: Formerly Homeless Women Recount Their Experiences Living on the Streets. 


New discussion on the age-friendly community movement. 


Chap. 10 


New Aging Around the World: Preretirement Work Disengagement in the Netherlands. 
New An Issue for Public Policy: Age Discrimination in Employment. 


Chap. 11 
New data on fitness and cancer risk. 
New Diversity in the Aging Experience: The Health of Older Lesbian, Gay, Bisexual, and Transgender Individuals. 


New Native American’s health. 


Chap. 12 

New In Their Own Words: Caring for an Ex-Husband. 

New discussion on caregiving by adult children who have been abused. 

New discussion on the Program of All-Inclusive Care for the Elderly (PACE). 

New Aging Around the World: New Technology for Dementia Caregivers in Germany. 
New section on racial segregation in nursing homes. 


New An Issue for Public Policy. Should Hidden Cameras Be Allowed in Nursing Home Rooms? 
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Chap. 13 
New In Their Own Words: Choosing Palliative Care. 


Chap. 14 
New An Issue for Public Policy: The Consequences of Student Debt for Retirement Security. 


xvii 


New Diversity in the Aging Experience: Why Lower Income Workers Lack Pensions? 


New Aging Around the World: Do Israeli Private Pensions Provide Adequate Income Security? 


Chap. 15 


Updated discussion on the distribution of Social Security benefits among married couples. 


New Diversity in the Aging Experience: Retirement Security for People of Color. 


Chap. 16 


New discussion on 2012 election results. 


New In Their Own Words: Red Hats Redefining Aging. 


The Seventh Edition of Aging and the Life Course: An Introduction to Social Gerontology is now available online with Connect, McGraw-Hill 
Education’s integrated assignment and assessment platform. Connect also offers SmartBook for the new edition, which is the first adaptive 
reading experience proven to improve grades and help students study more effectively. All of the title’s website and ancillary content is also 


available through Connect, including an Instructor’s Manual for each chapter and lecture PowerPoint slides for instructor use in class. 


xviii 
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Part One 
DEFINING THE FIELD 


\ "ak diina 


© Dynamic Graphics/Jupiterimages RF 


Social gerontology is the study of the social aspects of aging. Among the topics of interest to social 


gerontologists are family relationships, health, economics, retirement, widowhood, and care of the frail 
elderly. The chapters in Part One provide a firm grounding in the core issues and key trends in the discipline. 


Chapter 1 discusses successful aging, conceptual challenges in aging research, and ageism. It also 
describes older Americans. 


Chapter 2 discusses the concept of the life course and describes various life course transitions that 


occur as people move into and out of various roles associated with the family and the workplace. 


Chapter 3 introduces the major theories of aging. The chapter illustrates how each theory is influenced 


by the social, economic, and political context of the particular historical era in which it was formulated. 


Chapter 4 introduces the fundamental issues of the demography of aging, the study of the basic 


population processes of fertility, mortality, and migration. The chapter also describes population trends in the 
U.S. 
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Chapter 1 


The Field of Social Gerontology 


Chapter Outline 


The Field of Gerontology 
Defining the Terms 
Successful Aging 
Conceptual Issues in Research on Aging 
In Their Own Words: Aging Successfully 
Defining Old Age 
Cohorts and Generations 
Aging Around the World: Growing Old in Lebanon 
Ageism 
Forms of Ageism 
An Issue for Public Policy: Eradicating Ageism in Health Care 
Perpetuating Ageism through the Media 
Diversity in the Aging Experience: Gender and the Double Standard of Aging 
A Profile of Older Americans 
Health 
Racial and Ethnic Composition 
Marital Status 
Income and Poverty 
Education 
Careers in Social Gerontology 
The Gerontological Specialist 
Expanding Career Opportunities 
Becoming a Gerontological Specialist 
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D 


I his college graduate exemplifies the notion that successful 


aging involves an active engagement with life. 


© Ryan McVay/Getty Images RF 


Looking Ahead 


an 9 3 m 


What is social gerontology, and how is it related to the broader field of gerontology? 
How is old age defined, and what difference does the definition make? 

What is a cohort, and why are social gerontologists interested in cohorts? 

What is ageism, and how is it perpetuated? 


How do older men and women differ in terms of marital status? 
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ver the past half century, rapid increases in life expectancy have made the prospect of living to be 100 


years old a reality for more and more people. Would you want to live to be 100? Would society be better 
if everyone lived to be 100? How would you spend those added years beyond age 65? 

If you think about these questions for a few minutes, you will probably conclude that a long life is 
desirable only if it is a good life. A good life, in turn, means having good health and a meaningful and 
respected place in society. Few people would want to live to be 100 if they were fully dependent on others 
for their most basic needs. Nor would they wish to live so long if they were alone, with no love or 
companionship. Freedom from disease and disability, an intact mental capacity, and an active 
engagement with life are the attributes of successful aging (McLaughlin et al., 2010). 


2Q 
A 


The first part of this chapter defines gerontology and its subfield social gerontology and describes how the 
focus of the field has shifted from an emphasis on the problems of old age to the promotion of successful 
aging. We will examine how social gerontologists approach their subject conceptually, including the special 
challenges of defining old age and determining whether an observed outcome is actually the result of aging 
processes. And we will consider the methods researchers use to meet those challenges. Next, we will see how 
research findings can help to dispel misconceptions about aging, which often form the basis for discrimination 
against older people. The chapter closes with a consideration of the practical contributions of research on 
aging in a changing political climate. 


THE FIELD OF GERONTOLOGY 


Defining the Terms 


Gerontology is the scientific study of the biological, psychological, and social aspects of aging. The field 
originated late in the nineteenth century, with the new science of senescence. Senescence is the application of 
evolutionary principles to understand decline leading to death in humans and other living organisms. The 
theory of senescence argued that death is a part of the process of natural selection, a way to weed out the old 
and worn-out members of a population. The term gerontology was coined in 1904 by the immunologist Elie 
Metchnikoff. During the 1930s the study of gerontology expanded to include the social as well as the 
biological aspects of aging (Cole, 1992). In 1938 the first interdisciplinary research in social gerontology 
(Achenbaum, 1996) was published in the book Problems of Aging, edited by Edmund Vincent Cowdry. 

Social gerontology is a subfield of gerontology. Social gerontologists are concerned mainly with the social, 
as opposed to the physical or biological, aspects of aging. Among the topics of interest to social gerontologists 
are family relationships, health, economics, retirement, widowhood, and care of the frail elderly. Social 
gerontologists not only draw on research from all the social sciences—sociology, psychology, economics, and 
political science—but they also seek to understand how the biological processes of aging influence the social 
aspects of aging. The research findings generated by social gerontologists are used in the applied disciplines of 
social work, public administration, urban and regional planning, and many others to help professionals design 
and implement programs and policies for aging people in an aging society. 


Successful Aging 


While early studies tended to focus on the crisis of growing old, social gerontologists now recognize that 
successful aging depends not just on the prevention of disease and disability, but also on the attainment of 
peak physical and psychological functioning and participation in rewarding social and productive activities. 
Instead of taking a negative approach to the problems of aging, social gerontologists are now investigating the 
factors that create a healthy, fulfilling life in old age (McLaughlin et al., 2010). 

Several factors are associated with successful aging. Successful aging is achieved by setting goals and then 
working to achieve those goals and by participating in meaningful activities (Holahan and Chapman, 2002). 

Successful aging involves both the individual and society. What should individuals do or avoid doing to 
age successfully? What social policies and arrangements should society implement to help aging individuals 
reach their maximum level of functioning? Are certain settings and lifestyles more conducive to healthy aging 
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than others? Other factors that have a significant effect on successful aging include physical health, cognitive 
functioning, and adequate social resources (Cho et al., 2015). It is also important to recognize, however, that 
the ability to age successfully varies by personal traits such as gender, race, sexual orientation, and 
socioeconomic status (Rowe and Kahn, 2015). 

In the “In Their Own Words” feature, older people living with various disabilities explain why they feel 
they are aging successfully. 


CONCEPTUAL ISSUES IN RESEARCH ON AGING 


In studying aging and the life course, social gerontologists are confronted with the same challenges 
4 


posed by all social science researchers. They must define the population to be studied, select the appropriate 
research method (which may be either qualitative or quantitative), determine that their research instruments 
are accurate, and perform an analysis of the data. Defining the subject matter may seem to be the least 
complex issue, but we shall see in the following section that old age may be defined in at least four different 


ways. 


In Their Own Words 


© McGraw-Hill Education/Andrew Resek 


Aging Successfully 


For some older people successful aging means acknowledging that aging is a natural process that is often 
accompanied by disability. 

One 81-year-old white male stated that “successful aging means you accept your limitations and realize 
that you can’t do at 80 what you did at 20.” 

A 67-year-old African American man said, “I can’t do some of the things that I used to. That is part of 
life, and I have to get used to it.” 

Success may also be defined in terms of feeling satisfied with the choices made earlier in life. 

One 67-year-old Latina woman regrets not getting an education but is satisfied with the way she raised 
her children. 

“Success? No, because I never got an education ... I could only work as a domestic. I have been 
successful in seeing my children get ahead.” 

Similarly, a 62-year-old African American man felt his life was a success because his children were 
doing well. 

“T had children. They grew up, and they had children. I feel good about that.” 

Finally, success can mean financial security. As one 83-year-old Chinese man explained, “I consider 
myself secure. It’s different from success. Success is like he has money and can make money. We’re secure. I 
don’t have to worry about anything.” 


Source: Romo et al. (2013:944-945). 


Defining Old Age 


When is someone old? Although the question sounds simple, definitions of aging and old age vary widely. In 
studying older people and individual aging processes, researchers need some marker of age. The choice they 
make often depends on the nature of the issue under investigation rather than on some abstract conception of 


old age. 
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Chronological age One commonly used marker of old age is chronological age. Although often useful for 
making clear decisions about whom to include as subjects in a study, chronological age can also be an arbitrary 
marker. For example, in the U.S. 65 is the age that is most often considered old, because that is when people 
originally became eligible for full Social Security benefits and Medicare. The eligibility age for full Social 
Security benefits is currently 66 and will gradually rise to 67. Does this mean old age will then be viewed as 
beginning at 67? 

Chronological age also can be a poor indicator of old age, because some people may be “old” at 50, 
whereas others may seem “young” at 80. Think of Congressman Ron Paul, who ran for president at the age of 
76. 

Finally, the use of chronological age is problematic because it lumps together people of widely varying 
generations into a single category. A 65-year-old has as much in common with an 85-year-old in terms of 
interests and life experiences as the average 20-year-old has in common with a 40-year-old. Why should they 
both be considered old? Because of these problems, even when 
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chronological age is used as a marker of old age, social gerontologists often divide older people into three 
subcategories. The young-old are people 65 to 74, the middle-old are those 75 to 84, and the oldest-old are 
those 85 or older. 


Social roles and age Since chronological age may be an inappropriate indicator of old age for some types of 
research, social gerontologists sometimes define people as old according to the social roles they play. Social 
roles are sets of expectations or guidelines for people who occupy given positions, such as widow, grandfather, 
or retiree. 

Yet playing a role associated with a social position one typically assumes in old age doesn’t mean an 
individual is old. Some people work at jobs that allow them to retire after a certain number of years of 
employment. An autoworker, for example, can retire after 30 years. If a young person began working in a 
factory right out of high school at age 18, he or she would be eligible to retire at 48. Military personnel can 
retire after 20 years. The same is true of grandparenting. A woman who had a baby in her teens may become a 
grandparent in her 30s. But being a grandparent, regardless of one’s age, can make a person feel older. 


Functional age A third criterion for determining old age is functional age. Definitions of functional age are 
based on how people look and what they can do. In functional terms, a person becomes old when he or she 
can no longer perform the major roles of adulthood. Among the Inuit Eskimos, for example, a man becomes 
old at around 50 when he can no longer hunt during the winter. Women become old about a decade later 
because the roles they perform are less physically strenuous. Among the Black Carib of Belize, menopause is 
the marker of old age for women. Thus, a woman may be old at 50, but a man still may be considered middle- 
aged at 60 (Kerns, 1980). 
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Becoming a grandparent means taking on a new social 


role associated with aging. 


© Cade Martin/agefotostock RF 


Functional age also may be measured by such normal physical changes as stiffness of joints, diminished 
short-term memory, reduced skin elasticity, and diminished aerobic capacity. People not only age in different 
ways and at different speeds, but different parts of the same person may age at different rates as well. A 
physically fit marathon runner might have a severe hearing loss. A 54-year-old man might be able to run 
longer (though probably not faster) than his 23-year-old son (Staehelin, 2005). 

Finally, functional age may be determined by appearance. Gray hair and wrinkles are physical features we 
associate with old age. Yet in today’s world, hair dye and face-lifts can alter appearances so dramatically that 
the normal signs of physical aging can be largely obscured. For these reasons, functional criteria may be 
misleading. 

To better classify people by their functional capacities, gerontologists have devised three categories: “well,” 
“somewhat impaired,” and “frail.” The well elderly are people who are healthy and active. They are involved in 
social and leisure activities and are often employed or busy with volunteer work. They carry out family 
responsibilities and are fully engaged in the life of the community. The somewhat impaired elderly are those 
in a transitional stage. They are beginning to experience chronic ailments and need some assistance from 
family or community service agencies. Although they can participate in many aspects of life, they may need 
support in transportation, shopping, cleaning, or personal care. Finally, there are the frail elderly. They show 
some mental or physical deterioration and depend on others for carrying out their daily activities. They need 
more care from family members and may be in institutions. Yet even the frail elderly can improve. One study 
of institutionalized older men and women in France found that participating in tai chi improved both their 
mental and physical functioning (Deschamps et al., 2009). 


Subjective age Some of the limitations associated with functional aging can be compensated for easily. A 
person can make lists of things to do, wear bifocal glasses, and exercise regularly. People who are successful in 
compensating for functional limitations are able to maintain a subjective age identity of themselves as young. 
In one survey of people aged 40 to 90, 85 percent said they were not old yet. One 90-year-old woman said she 
wouldn’t count herself as old until she was 95 (AARP, 2014). 

The most important factors in subjective age identity are activity level and health. Older people who do 
define themselves as old can often pinpoint a particular incident (e.g., a heart attack or a hip fracture after a 
fall) that made them feel old. The health problems need not be dramatic. Tiring more easily or feeling stiff 
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upon awakening in the morning can make a person recognize that he or she is aging (Staehelin, 2005). 

Subjective age identity also appears to be influenced by social class. Compared with their wealthier 
counterparts, people of lower socioeconomic status view the onset of old age as occurring at a younger age. 
They are more likely to classify themselves as “old” or “elderly” and more likely to feel older than their 
chronological age. The main reason for these perceptions, however, is that they have more pessimistic feelings 
about their health (Barrett, 2003). Health is the most important factor in determining subjective age identity. 

Subjective age identity is also influenced by gender. Many studies find that women hold more youthful age 
identities than men. One explanation is that women are often evaluated on the basis of their physical 
attractiveness or reproductive potential. As a result, aging has negative connotations for them. Aging men, by 
contrast, are more likely to be viewed as having greater competence and autonomy. Men’s earnings also tend 
to peak in middle age. Thus, aging has more positive connotations for men (Barrett, 2005). 

Regardless of what definition of age a person chooses, tremendous variability exists from individual to 
individual. The point is not that it is impossible to define old age but rather that the definition social 
gerontologists use depends on what they want to know. 

Once social gerontologists have established how they are going to identify their subject matter, they must 
then decide how to interpret their research findings. One of the most complex issues they face is 
distinguishing age changes from age differences. 


Cohorts and Generations 


Age changes occur in individuals over time, whereas age differences are ways one age group differs from 
another. It is often difficult to tell whether an observed outcome is due to an age change in individuals or to 
an age difference between groups. To help identify age differences, social gerontologists use the concept of a 
cohort. A cohort is the “aggregate of individuals who experienced the same event within the same time 
interval” (Ryder, 1965:845). Most studies use age cohorts, defined as all individuals born into a population 
during a specific time period (Uhlenberg and Miner, 1996). But a cohort also can consist of people who enter 
a particular system at the same time. All college freshmen, for example, regardless of their ages, represent a 
cohort (Riley, 1995). Youth appears to be an impressionable period of the life course compared with other 
ages. When older people are asked to recall memorable periods in their lives, they often describe experiences 
from their adolescence or from early adulthood. What is your most memorable experience? Do you believe 
that youthful memories are most salient? The process of cohort aging “is the continuous advancement of a 
cohort from one age category to another over its life span” (Uhlenberg and Miner, 1996:208). When the last 
member of that birth cohort dies, it is extinguished. 

Sometimes the terms cohort and generation are used interchangeably. Usually, however, social scientists 
reserve the term generation for studies of family processes. In this sense, then, generation refers to kinship 
linkages. For example, a four-generation study would typically include great-grandparents, grandparents, 
children, and grandchildren (Bengtson et al., 1990). 

There are many forces that create cohort differences in aging. They include the composition of a cohort as 
well as the interplay between human lives and large-scale social change. Foremost among these forces is the 
fact that each cohort lives through its own slice of history. 


Historical change People may be classified as belonging to a cohort according to historical 
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eras. Differences in the year of birth expose people to different historical worlds with varying opportunities 
and constraints (Elder, 1994). We call the distinctive experiences that members of a birth cohort share and 
that shapes them throughout their lives a cohort effect (see Chapter 2). For example, people who grew up 
during the Great Depression of the 1930s may be more cautious about spending money than people who grew 
up during the 1990s. 

We can identify six distinct birth cohorts in the twentieth century. 


» The swing generation born between 1900 and 1927 
» The silent generation born between 1928 and 1945 
» The baby boomers born between 1946 and 1964 
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» The Generation X born between 1965 and 1976 
» The echo boomers born between 1977 and 1994 
» The millennials born between 1995 and 2005 


The millennials are the best educated and most diverse of any generation. They grew up with computers 
in their homes and led the way in social networking. They speak with their parents frequently, use instant 
messaging, and watch movies on their iPads. They are the most connected generation in history. 

Do the millennials hold different values than previous cohorts? Some surveys find some key differences. 
According to the American Freshman Survey of entering college students, 75 percent of millennials said being 
wealthy was very important to them compared to just 45 percent of baby boomers. Further, only 35 percent of 
millennials said it was important to keep up to date with political affairs compared to 50 percent of boomers. 
Millennials were also less likely to feel it is important to develop a meaningful philosophy of life and less likely 
to be involved in environmental programs. On the other hand, millennials are more likely to consider 
themselves as multiracial and to seek to have all their diverse heritages respected. They are also more likely 
than other generations to hold liberal attitudes toward controversial issues such as gay marriage and less likely 
to practice organized religion or attend religious services (Draves and Coates 2007; Twenge 2006). 


Many members of the silent generation are veterans of 
World War II. 


© McGraw-Hill Education/John Flournoy 


How different were the formative years of the silent generation from those of the baby boom generation 
and the millenials? John Clausen (1993) described what life was like in the 1920s and 1930s: 


Automobiles were just becoming common on the streets.... Radios began to appear.... Women’s hair was bobbed and 
sexual mores flouted in the flapper age as skirts went up and inhibitions went down.... Then came the stock market 
crash of 1929 and the most prolonged economic depression the country had ever experienced. (p. 9) 


The silent generation grew up during the Depression, and those early experiences made an indelible 
imprint on their lives in the context of lost opportunities for education and employment. Many of the 
stereotypes we hold about the aged as having little money or being in poor health derive from the real 
deprivation experienced by the silent generation. Many members of this generation made great sacrifices in 
World War II. 

The baby boomers are the largest cohort born in the twentieth century. As they came of age, their lives 
were forever transformed by the civil rights movement, the women’s liberation movement, and the anti- 
Vietnam War movement, which uprooted traditional social institutions and social norms. Arlene Skolnick 
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(1991) described the 1960s: 


[Bletween 1965 and 1975 the land of togetherness became the land of swinging singles, open 
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marriages, creative divorce, encounter groups, alternative lifestyles, women’s liberation, the Woodstock nation, and the 
“greening of America.” A land where teenage girls wore girdles even to gym class became a land of miniskirts, 
bralessness, topless bathing suits, and nude beaches. (p. 4) 


Many millennials entered the workplace during the recession of the late 2000s when unemployment was 
high (Kunreuther et al., 2009). As a result, they are more likely to have lived with their parents as adults and 
to be unemployed or underemployed. This period effect may translate into worse economic prospects over the 
long term. Millennials are notorious for job hopping, and some employers feel that millennials have unrealistic 
expectations about the workplace. It seems likely that millennials will continue to switch jobs more frequently 
across the entire life course whenever an opportunity presents itself. 

Economic opportunities for millennials were especially limited in Europe where the recession hit harder 
and unemployment was more sustained than in the U.S. Youth unemployment reached 40 percent in Spain, 
35 percent in the Baltic nations, and more than 20 percent in many other countries. In response, several 
governments initiated youth employment schemes to integrate young adults into the labor market (Lowrey, 
2009). It will be decades before we fully understand the effects of the recession on the millennial generation. 


Compositional differences Another aspect that distinguishes one cohort from another is its composition and 
character. Cohorts vary in their racial, gender, and ethnic composition. For example, the cohort born in 1910 
consists of many immigrants of Eastern European ancestry, whereas the cohort born in 1970 consists of many 
immigrants of Hispanic ancestry. Cohorts also differ in demographic factors such as average family size, 
average age at marriage, and life expectancy. 

Size is an especially distinctive characteristic of cohorts. As already noted, the baby boom cohort was 
much larger than the cohort born during the Great Depression. As the baby boomers grew up, they were 
confronted with an environment more competitive than the environment their parents encountered—too few 
places in school, too few entry-level jobs, too few homes to live in. The U.S. has felt the impact of the baby 
boomers at every stage of the life course and will continue to do so as they age. As Longino (1994) explained: 


Despite their competitive struggle for education, jobs, and housing, boomers have always had political clout. When they 
turned 18, they got the vote. Boomers stopped the Vietnam War, relaunched the feminist movement, celebrated the first 
Earth Day, and raised the drinking age before their kids became teenagers. In 2010 the baby boom will demand 
changes in long-term-care policy. They will want better support in their old age, and they will have it. ($. 42) 


Another way cohorts vary is in regard to family structure. Two decades ago one-quarter of women aged 85 
to 89 were childless and another quarter had only one surviving child. In 2017, more than two-thirds of very 
old women are likely to have at least two surviving children (U.S. Census Bureau, 2014b). That means they 
will likely have stronger family support. On the other hand, because of the trends previously noted, the aged 
of the twenty-first century will be more likely than the elderly of the twentieth century to have experienced a 
divorce or to have been single parents. Thus, family support might be more fragile and the sense of filial 
obligation weaker than in the past (Uhlenberg and Riley, 1995). 

Multiple forces shape the aging experience, and these forces change across cohorts. Cohort analysis not 
only strengthens studies of historical change, but also helps us anticipate directions of future change. We 
already know that as the large baby boom cohort grows old, the demand for health care will rise and the cost 
of Social Security benefits will increase. Other changes that may be even more momentous may be just over 
the horizon. 

In most other nations, historical change has had a significant impact on the aged. In the Arab world, care 
of the elderly has traditionally been a family responsibility, but war and out-migration of young adults and, in 
some cases entire families, have disrupted these traditional norms. The “Aging Around the World” features 
discusses some of the factors that have affected the aged in Lebanon. 
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GROWING OLD IN LEBANON 


ebanon is a small Middle Eastern country, bordered by Syria to the north and Israel to the South. In 


Lebanon, as is true in Arab culture generally, the family is a key social and economic resource. It is the main 
source of security with the government providing little or no support. Multigenerational households in 
which adult children live with their own children and their parents are common and nearly 80 percent of 
older men and women live with family members. Yet Lebanon also differs from other Arab nations in 
terms of its demographic profile. Whereas most Arab countries have a “youth bulge,” that is a high percent 
of young people, which provides a safety net for the elderly, Lebanon has a low birth rate and a high rate of 
out-migration of young adults. As a result, older Lebanese people have a smaller pool of children and 
grandchildren to provide care in old age. 

Many of the migrants who leave Lebanon are young, highly skilled, well-educated adults, who are 
drawn to other countries by high-paying jobs. This pattern of out-migration has had both positive and 
negative consequences for older family members. On the positive side, many young people who leave 
Lebanon are able to send money back home, providing their aging parents with greater financial security. 
On the negative side, the out-migration has depleted familial support systems. As a result, there are more 
older people living alone in Lebanon than in other Arab countries (Abdulrahim et al., 2016). 

Lebanon is also facing new issues resulting from the civil war raging in Syria. Many Syrian refugees 
have fled to Lebanon, its near neighbor. While international attention has focused on the plight of the 
children, many older refugees arrive with broken families, no jobs, few resources, and numerous physical 
and mental health problems. Thus, in the future, Lebanon will not only have to contend with the issue of 
population aging facing all developing nation but also unique challenges associated with out-migration and 
regional political instability. 


What Do You Think? 


1. How will the turmoil in many countries in the Middle East affect family stability and the support 
systems of the elderly? 


2. What kind of support system is there for older people in your family? 
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AGEISM 


Forms of Ageism 


The term ageism refers to a set of beliefs about the aged. It involves two kinds of activities. The first is 
prejudice, which refers to negative stereotypes about older people. The second is discrimination, which means 
the people are denied opportunities just because they are old (2005). Most people recognize that 
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discrimination against people because of their race or gender can be harmful, but they are less aware that 
ageism operates in a similar way. Yet ageism can have a negative effect on physical and emotional health 
(Sutin et al., 2015). 

Stereotypes are a composite of ideas and beliefs attributed to people as a group or a social category. They 
may incorporate some characteristics or attributes that accurately describe some people who belong to the 
group, but they always fail to capture the diverse qualities of all the individuals in the group. Some older 
people, for example, may be rigid in thought, but many others are open-minded and interested in exploring 
new ideas. 

How predominant are stereotypes about the aged today? Children’s attitudes toward older people are often 
determined through their drawings. One study of middle school children found that they did not hold 
uniform views about the elderly and were equally as likely to draw figures with positive traits as those with 
negative traits. The authors concluded that middle school children have not yet formed strong images of aging 
(Lichtenstein et al., 2005). 

Age stereotypes can also be found on social networking sites. Researchers did a content analysis of 
Facebook posts regarding the aged and found that the majority of descriptions of older people were negative. 
For example, one post read, “Old people do not contribute to modern society at all.” Another said, “Old 
people are a pain in the (expletive deleted) as far as I’m concerned and they are a burden on society” (Levy et 
al., 2014:173). There was only one complimentary post, which referred to older men as wise. Check out 
Facebook for yourself and see if you find negative stereotypes about the elderly. 

When people act on the basis of negative stereotypes, they are engaging in age discrimination. Like 
discrimination on the basis of race or gender, age discrimination takes many forms. One of the most common 
occurs in the workplace, when employers refuse to hire older workers (Neumark, 2009). Ageism also occurs in 
health care. There is substantial evidence that the elderly receive differential treatment from physicians 
compared to younger elder adults (Robb et al., 2002; Williams, 2000). The “An Issue for Public Policy” 
feature discusses some of the causes and consequences of ageism in health care. 

Is ageism still a common problem? The gerontologist Erdman Palmore developed a survey to determine 
the prevalence of ageism and the types of ageism that were more commonly experienced by older people. He 
asked his respondents, 84 people age 60 and older, how often they had experienced incidents of ageism. More 
than half had been told a joke poking fun at old people, and one-third had received a birthday card making 
fun of aging. One-third also reported being ignored or not taken seriously and 18 percent were called an 
insulting name because of their age. A smaller number felt that, because of their age, they had been denied a 
job, ignored by a waitress, or denied a promotion (Palmore, 2001). In another study, undergraduates were 
shown a man named Max who wore a checked shirt and was neither handsome nor ugly. What the students 
did not know was that they saw three different 
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versions of Max, played by three different actors. One Max was 25 years old, another 45, and the third 75. 
Each Max read the same script except that half of the time the Max character said he was the type of person 
who would share his wealth with relatives (compliant) and the other half of the time the Max character said 
he would not (assertive). The students were then asked to give their opinion of Max. When rating the two 
younger Max characters, it made no difference whether Max was assertive or compliant. They were rated 
equally high by the students. But when the older Max said he would not share his wealth with relatives, he got 
a very negative rating. The researchers concluded that assertive older people could run into trouble if they 
expressed their views too forcefully, especially in the workplace (North and Fiske, 2013). These results 
indicate that ageism is still a problem. 
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Although some physicians have ageist attitudes, most are 


caring in treating older patients. 
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ERADICATING AGEISM IN HEALTH CARE 


geism is one of the negative consequences of longevity. It thrives in politics, the media, entertainment, 


and the workplace. Ageism is also rampant in the health care system. Differential treatment of older 
patients occurs in areas such as physician-patient interactions, less use of screening procedures, and 
different treatment of various medical problems. For example, patients with cancer of the rectum have the 
highest chance of survival if they have surgery and receive chemotherapy. Yet one study found that older 
patients were less likely than young patients to receive both treatments, perhaps because physicians feared 
their elderly patients were not fit enough to tolerate both treatments or that they were more likely to 
develop complications (Dharma-Wardene et al., 2002). In another study, researchers found that older 
patients with heart disease were less likely to be referred for further testing, regardless of the severity of 
their condition (Bond et al., 2003). 

One of the causes of this problem is that most health care professionals receive inadequate training in 
caring for older people, because there is a nationwide shortage of specialized training in geriatric medicine. 
Currently, there are only seven departments of geriatrics in medical schools in the entire nation. Further, 
only a few schools require coursework or rotations on this subject. Moreover, older people are usually not 
included in clinical trials, even though they are the largest users of pharmaceuticals and assistive devices. As 
a result of ageism, illness in older patients may be prolonged, leading to unnecessary institutionalization, 
loss of independence, and even death (Perry, 2012). 
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What can be done to solve the problem? The Affordable Care Act of 2010 has taken some steps in the 
right direction. ACA has changed the focus in Medicare to concentrate more on managing chronic disease. 
The ACA also rewards comparative effectiveness research to determine if procedures and practices of 
physicians actually improve health. Finally, the ACA provides payments for annual screening for cognitive 
impairment in annual wellness visits (Perry, 2012). 


People with ageist attitudes often view women more harshly than they view men. The “Diversity in the 
Aging Experience” feature discusses the double standard of aging. 
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Perpetuating Ageism through the Media 


Ageist stereotypes are transmitted in a variety of ways—through the family, in the workplace, between groups 
of friends. But most importantly, they are perpetuated by the media, including television, the print media, and 


film. 


Television In our society, television has become the most powerful source of mass communication. A number 
of studies of the way the elderly are depicted on television have documented enormous improvements over the 
past two decades. In the 1970s, few older people appeared on TV, and when they did, the images of them 
were often unflattering. Especially on prime-time shows, “the elderly (were) shown as more comical, 
stubborn, eccentric, and foolish than other characters” (Davis and Davis, 1986:46). Television programming 
continues to focus on younger people. A more recent study conducted by the International Longevity Center— 
USA found that ageism was still a problem in the entertainment industry. Fewer than 2 percent of characters 
in prime-time television shows are 65 or older and more than 70 percent of older men and women seen on 
television are portrayed in a disrespectful way and treated with discourtesy (Dahmen and Cozma, 2009). 

Television ads have improved significantly in the way they depict older people. One study examined TV 
commercials from the 1950s to the 1990s. In the 1950s, 80 percent of ads portrayed old people as conservative 
and 60 percent as despondent. Overall, 80 percent of TV commercials used negative stereotypes of the elderly. 
Recent television commercials depicted the elderly in a much more positive light. Over 40 percent showed 
elderly people as adventurous, and only 32 percent used negative stereotypes (Miller et al., 2004). 


Print media Although some studies of the print media have found that the elderly are more likely than other 
age groups to be portrayed negatively, others have noted an equal number of positive portrayals, particularly in 
fiction (Vasil and Wass, 1993). A positive depiction of aging can be found in Mitch Albom’s best-selling 
novel, For One More Day. In this novel a retired baseball player, Chick Benetto, returns to his childhood home 
in despair about the failures he has experienced during his life. He attempts to commit suicide but in the 
process encounters the spirit of his deceased mother. Chick learns that when someone is in your heart, they 
are never truly gone. Rather they can return, even at the most unlikely times. Thus, age can bring wisdom and 
a belated sense of appreciation for one’s parents. A more negative view of aging occurs in Philip Roth’s novel 
Exit Ghost, in which 71-year-old Nathan Zuckerman returns to New York after 11 years in self-imposed 
isolation in rural Massachusetts. The novel follows Zuckerman as he attempts to come to terms with his 
impotence and incontinence resulting from surgery for prostate cancer. 

In contrast to adult fiction, which presents aging and the aged in realistic and often positive ways, 
children’s books consistently portray the elderly in a stereotypical and negative fashion. One study found that 
the terms “old, little, and ancient” represented 85 percent of all physical descriptions of elderly characters 
(Vasil and Wass, 1993). It’s not surprising, then, that by about age 8, children hold well-defined negative 
notions of old age and aging. When asked to describe the aged, they commonly used such terms as “tired,” 
“ugly,” “ill,” “isolated,” and “helpless.” One study examined whether increased contact improved children’s 
attitudes toward the elderly. The researchers first tested the children in a fourth-grade class in Chattanooga, 
Tennessee, on their attitudes toward the aged. Then they organized eight joint activities with elderly people 
from a local senior center, including a senior’s visit to the children’s school, a visit by the children to the senior 
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center, a Christmas party, a sharing session, and a farewell party. After participating in these activities the 
children voiced more positive attitudes toward the elderly. As one child stated, “They seemed scary because 
they were different, but now I feel they are just like us” (Aday et al., 1991:381). 


Film The theme of aging as a journey of self-revelation has also been prominent in films such as 4 

13 
Trip to Bountiful and Driving Miss Daisy. In some other films, older people play the lead roles, and the plot 
centers on sympathetic characters dealing with the realities of aging or coping with intergenerational 
relationships. In the popular film In Her Shoes, Shirley MacLaine plays the long-absent grandmother of two 
feuding sisters. MacLaine’s character lives in a lovely upscale retirement community, where the men play 
shuffleboard and ogle her granddaughter, Cameron Diaz, when she goes out to the pool. Diaz plays a 
beautiful, self-centered but insecure, woman who is seeking a safe haven (and free lodging) with her no- 
nonsense grandmother. As she takes a job as a volunteer at a nearby nursing home, she bonds with some of 
the down-to-earth elderly characters, learns compassion, and develops self-respect. 
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GENDER AND THE DOUBLE STANDARD OF AGING 


he form ageism takes tends to differ by gender. In our society, women are more likely to be evaluated 


according to their sexual attractiveness, whereas men are more likely to be evaluated by their occupational 
success. Thus for women, avoiding age discrimination depends on maintaining a youthful appearance. A 
man with gray hair and wrinkles may be considered distinguished looking, but a woman is simply thought 
to be old (Barrett, 2005). 

In one study of men and women between the ages of 18 and 80, researchers asked respondents whether 
they had used any cosmetic techniques to conceal their age, such as dyeing their hair, using wrinkle cream, 
or having plastic surgery (Harris, 1994). On every measure, women were more likely than men to use such 
techniques, especially dyeing their hair (34 percent of women compared with 6 percent of men) and using 
wrinkle cream (24 percent of women compared with 1 percent of men). Although equal numbers of men 
and women indicated they used such techniques out of concern for their appearance, women rated looking 
younger as more important to them, both personally and on the job, than men. All subjects found signs of 
aging significantly less attractive in women than in men (Harris, 1994). 

In another study, 554 psychotherapists were asked to rate a “mature, healthy, socially competent” 
individual on the Bem Sex Role Inventory, a scale designed to measure gender stereotypes. Each therapist 
was given a different description (young, middle-aged, or old; male or female). The results showed the 
therapists viewed young and middle-aged men and women as assertive and willing to take risks. In rating 
older subjects, however, the therapists attributed those characteristics only to men. They viewed older 
women as less assertive and less willing to take risks than men. These stereotypes could have consequences 
for the course of therapy, for therapists might perceive assertive older women as aberrant or abnormal 
(Turner and Turner, 1991). 

While the double standard of aging is clearly detrimental to older women, stereotypes of men as 
independent and self-reliant may also harm older men. Aged widowers receive less help and less emotional 
support from family and friends than do widows, perhaps because of this stereotype (Moyers, 1993). 
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What Do You Think? 


1. Has anyone you know ever resorted to expensive cosmetic treatments such as plastic surgery to conceal 
the signs of aging? If so, was that person a man or a woman? 


2. Over the past few decades, women have made great strides toward equality in educational achievement 
and career advancement. Why do they still suffer from a double standard concerning appearance? 
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In sum, despite an increasing number of realistic portrayals of the elderly in books and films, stereotypes of 
the aging abound in the media as well as in everyday life. Table 1-1 lists some common myths about the 
elderly along with the facts. Research by social gerontologists has helped to dispel such myths and stereotypes 
and replace them with the facts. Research has shown that while some older people are physically frail and 
economically deprived, many others are in good health, are economically self-sufficient, and lead active and 
productive lives. The bottom line is that the elderly are as diverse as the rest of the population. 


Table 1-1 Stereotypes and Facts about Aging 
Stereotype Fact 
Most retirees are lonely and depressed. Most retirees are busy, active, and satisfied with their lives. (Chapter 
10) 
Most older people are poor. More than 88 percent of people 65 and older have incomes above the 


poverty level. (Chapter 14) 


The aged are isolated from family members. The vast majority of older people have regular contact with family 


members and see at least one child once a week. (Chapter 8) 


Most older people are disabled. Older men and women spend more than 80 percent of their lives free 


of disability. (Chapter 6) 


People become more mellow as they grow old. Personality is stable. It does not change with age. (Chapter 7) 

Nearly a third of people 65 or older are in nursing homes. Fewer than 5 percent of people 65 and older are in nursing homes. 
(Chapter 12) 

The aged are politically powerful. Politicians do take senior citizen organizations into account when 


considering what policies to support, but these organizations have 
mainly been effective in preventing major cuts in Social Security 


benefits. (Chapter 16) 


In the past, older parents commonly lived with their children and In the U.S. it has never been common for three generations to live 
grandchildren. together. (Chapter 8) 
Welfare is for the poor. The two largest welfare programs in the U.S. are Social Security and 


Medicare. Together they account for more than half of all federal 


social welfare expenditures. (Chapter 5) 
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A PROFILE OF OLDER AMERICANS 


People over 65 are no more alike in terms of race, gender, social class, geographic distribution or living 
arrangements than are people in their 20s or 30s. Some struggle to make ends meet, others live comfortably, 
and a very few are wealthy. In this section, we examine more closely the diverse characteristics of older 


Americans. 


Health 
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Young people often have the mistaken impression that the majority of older people are in poor health and that 
a large number reside in nursing homes. Although most older people are in good health, people do need more 
assistance as they grow old. It is relatively rare for young people to need help with everyday activities but 71 
percent of people age 80 and over have at least one disability and 30 percent need assistance with activities of 
daily living. 

It is also a myth that most people 65 and older reside in nursing homes. Only about one percent of people 
65 to 74 live in a nursing home. This number increases among the oldest-old, however, with 13 percent of 
people 85 or older residing in nursing homes. More older people do live in assisted living facilities, which we 
will discuss in Chapter 12 (Family Caregiver Alliance, 2015). 


Racial and Ethnic Composition 


The older population is less diverse than younger people in terms of racial and ethnic composition. In 2011, 
just 21.0 percent of individuals 65 and older were members of racial or ethnic minority populations. Among 
these 9 percent were African Americans, 4 percent were Asian or Pacific Islander, less than 1 percent were 
American Indian, and just 0.6 percent classified themselves as biracial. Persons of Hispanic origin (who may 
be of any race) represented 7 percent of the older population (Administration on Aging, 2012). In the future 
the population of people 65 and older will become more diverse as younger cohorts reach old age. 


Marital Status 


When young people marry, they often don’t think about the fact that one or the other spouse will become 
widowed at some point in his or her life. The chance of being widowed is much greater for women than it is 
for men. As Figure 1-1 shows, in 2012, 72 percent of men 65 and older were married compared to just 45 
percent of women of this age. Fully 37 percent of older women were widows. There were over four times as 
many widows as widowers. Only 12 percent of older people were divorced or separated, a relatively small 
percent but a substantial increase from 1980 when 5 percent of older people was divorced or separated. 


Figure 1-1 Marital Status of Persons 65+, 2012. 
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Source: Administration on Aging (2012). 


Gender differences in marital status in old age are partly explained by the fact that women have lived 
longer on average than men, a topic we discuss in greater detail in Chapter 4. As a result, most women outlive 
their husbands. Another reason is that widowed men are seven times more likely to remarry than widowed 
women. In part, this figure is due to the shortage of older men, but there is also a double standard for an 
appropriate marriage partner. At all ages women marry men older than themselves, while men seldom marry 
older women. 
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There are also significant differences in marital status in later life by race and ethnicity. In 2003 nearly 73 
percent of white men 65 or older were married and living with their wives; in comparison, just 43 percent of 
65-or-older white women were living with their husbands. The pattern for Hispanic men and women is 
similar, with 69 percent of Hispanic men being married but only 40 percent of Hispanic women. Older 
African American men are much less likely to be married than either white or Hispanic men, and the numbers 
are even more dramatic for African American women—just 25 percent are married and living with a husband. 
There are several reasons for the small percentage of married black women, including higher divorce rates, 
greater mortality among African American men, and lower marriage rates. 

Yet there is considerable diversity in income among older people based on education, marital status, and 
race. As Table 1-2 shows, income rises substantially with education with people with a 
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graduate degree having income nearly four times higher than people without a high school education. 
Married couples have the highest income while widows are most disadvantaged. Interestingly, never married 
women have incomes nearly as high as married couples. There are also major race differences with the white 
elderly having the highest income and the black elderly the lowest. We will discuss inequality in old age in 
more detail in Chapter 16. 


Table 1- Median Income of People 65 and Older in 2010 by Education, Marital Status, and 
2 Race 
Education Income 
No high school $15,589 
High school to associated degree $23,629 
College graduate $39,456 
Graduate degree $59,891 
Marital Status 
Married $23,566 
Widowed $16,614 
Divorced or separated $17,759 
Never Married $21,213 
Race 
White $21,459 
Black $12,176 
Hispanic $13,849 
Other $16,535 


Source: Employee Benefit Research Institute (2010). 


Income and Poverty 


As recently as 1965, nearly one-third of people 65 or older had incomes below the poverty level. Since then, 
economic conditions for many older people have improved significantly. Poverty rates have declined steadily 
among the older population, falling to 9 percent by 2010, and real income has increased. From 1974 to 2015 
average income for people over 65 rose from $5,054 to $22,887 (in 2015 dollars) (Pension Rights Center, 
2016). Older Americans also have a high rate of home ownership, with nearly 80 percent owning their own 
homes. Home ownership has contributed significantly to improvements in net worth. In 2010 the median net 
worth of people 65 and older was $232,000 with much of that wealth being the value of their home. Since, 
this value is based on their current homes, actual net worth may be less when people attempt to sell due to the 
housing crisis that began in 2008. 
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Statistics on the overall improvement in the economic well-being of the elderly mask considerable 
differences by marital status, gender, and race. In 2011, nearly 9 percent of elderly people, more than over 3.6 
million, had income below the poverty level. Another 2.4 million or about 6 percent were considered “near- 
poor.” Fewer older whites were poor—about 7 percent compared to 17 percent of African Americans, 12 
percent of Asians, and nearly 19 percent of Hispanics. Older women had a higher poverty rate (11 percent) 
than older men (6 percent), and older people living alone were 
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much more likely to be poor (16 percent) compared to people who were living with families (5 percent). 
The highest poverty rates were found among older Hispanic women (39 percent) who lived alone and also 
older Black women (32 percent) who lived alone (Administration on Aging, 2012). 

In Chapter 15 we will examine in more detail the reasons that women and minorities are at greater risk of 
poverty in old age. 


Education 


Education is one of the best predictors of a range of social outcomes, as Table 1-2 shows. One of the most 
positive social trends in this country is the improvement in education. Each succeeding generation has been 
better educated than the one that preceded it. Between 1970 and 2012, the percentage of older individuals 
who had completed high school rose from 28 percent to 81 percent, with 24 percent of older people having a 
bachelor’s degree or higher. High school completion rates vary considerably by race and ethnic origin, 
however. In 2012, 86 percent of older whites had graduated high school compared to 74 percent of Asians, 69 
percent of African Americans, 69 percent of Native Americans, and 49 percent of Hispanics (Administration 
on Aging, 2012). College graduation rates exhibited a similar pattern. While this racial and ethnic gap is 
substantial, younger minorities are much more likely than their elders to have a college degree. As with age 
groups, the educational gap by race and ethnicity is narrowing. 

The benefits of a good education accrue across the life course. People who have a college degree have 
better jobs, higher lifetime income, and better health than less educated people. Education is one of the best 
investments you can make. 


CAREERS IN SOCIAL GERONTOLOGY 


With the population rapidly aging and the growth of social programs for the elderly, social gerontology is a 
booming field. An older population creates numerous demands on society, and much of what you learn in this 
course can be applied directly if you decide to choose a career in aging services. The people who provide those 
services are called gerontological specialists. Included in this definition are gerontologists, who are concerned 
with the physical, mental, and social aspects of aging, dentists who are educated about the needs of aging 
patients who have several chronic conditions, and geriatricians, who are concerned with medical care and 
rehabilitation. Recognizing this need, the federal government now provides fellowships for training to work 
with the elderly, especially for Geriatric Training Centers at dozens of medical schools (Olson, 2010). Many 
universities also offer degrees and certificate programs for students who would like to work with the elderly 
when they graduate. 


The Gerontological Specialist 


The activities that gerontological specialists perform are diverse, as shown in Table 1-3. 
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Table 1-3 What Do Gerontological Specialists Do? 
Direct service provision Provide health, legal, psychological, and social services to individuals 


and their families 
Program planning and evaluation Design, implement, and evaluate programs for older people 


Administration 
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Oversee the operation, staffing, expenditures, and evaluations of 


agencies and organizations for the elderly 


Marketing and product development Assess the needs of older people and develop and market services and 


products to meet those needs 


Advocacy Encourage the government and private sector to be responsive to the 
needs of older people 
Education and training Plan instructional programs for older people or teach courses on aging 


in universities and colleges 


Financial planning Advise people on the importance of saving and investing to ensure 


adequate finances in retirement 


Research Conduct basic research on aging processes or applied research on how 


well various programs meet the needs of the elderly 


Some gerontological specialists work directly with older people. They provide care to the frail elderly in 
hospitals, clinics, nursing homes, adult day care centers, and home care programs. Others provide counseling 
to older people and their families regarding such issues as caregiving, employment, and mental health. Finally, 
direct service providers may advise older clients about estate planning and investments. 

The second type of work performed by gerontological specialists is program planning and evaluation. 
These specialists design, implement, and evaluate programs that meet the needs of older people. This work is 
most often performed by social service agencies funded by the government and in community programs such 
as senior citizen centers. Many operate through state agencies such as a department of elder affairs, which 
coordinates and plans these services. Among those offered are transportation, meals delivered in the home, 
chores for homebound elders, English taught to elderly immigrants, blood pressure checks, and leisure 
activities such as painting or dancing. 

Some cities have begun cooperative programs with police departments to ensure that their elderly residents 
are safe from crime. Senior Corps is an organization that links more than half a million people to 
organizations and groups that need their services. Activities include a Foster Grandparent program for at-risk 
children and the Senior Companion program that provides volunteers to help the frail elderly with activities of 


daily living. 


Financial planners can help protect families and prepare 
individuals for income security when they retire. 
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Gerontological specialists also work as administrators, overseeing the operation, staffing, expenditures, and 
evaluations of agencies and organizations that serve the needs of the elderly and their families. These 
managerial activities occur in a variety of settings, including health and social service organizations, 
corporations, and government agencies. 

A fourth category is marketing and product development. Many of these positions are in the private sector 
where gerontological specialists assess the needs of various groups of older people and develop services and 
products to fill those needs. 

Another niche for gerontological specialists is in advocacy. Advocates work in communities to encourage 
the government and the private sector to be responsive to the needs of older people. For example, advocates 
have helped many communities to recognize that one of the major limitations facing older people with a 
disability is transportation. In response, they have improved public transportation and reserved parking spaces 
near shopping centers for disabled people. Advocates often work for nonprofit organizations to develop 
specific programs for health care and community services and to improve government policy. Some 
organizations like AARP are primarily concerned with protecting programs like Social Security and Medicare 
and assessing future demands of an aging population. 

The need for financial planning begins when people are in their 20s and the focus is on saving for 
retirement and investing wisely. As people grow older, they need advice on how best to preserve their 
resources so that they do not run out of money as they grow old. Financial specialists help people understand 
the benefits provided by their employers and by Social Security and Medicare. They help them choose among 
the various options for investing their money and explain the tax consequences of different decisions (Dennis, 
2002). 

Gerontological specialists are also involved in education and training. Some teach in universities and 
colleges in departments of gerontology or in other departments like sociology, psychology, and social work. 
Practitioners who work with the aged need to keep up with scientific advances so that they are aware of new 
developments, and many courses and workshops are offered for people who need to keep their knowledge up- 
to-date. 

Gerontological specialists also conduct research. Some researchers who study aging investigate the 
mechanisms of aging, while others focus on how well various programs fulfill the needs of the elderly. There is 
an increasing demand for basic research that will help gerontologists better understand individual aging 
processes and for applied research that will enable them to design and implement programs to meet the needs 
of an aging population. The mission of the Association for Gerontology in Higher Education is to support 
geriatric education for faculty and students. If you want to learn more about a career in gerontology, go to the 


AGHE website (AGHE, 2016). 


Expanding Career Opportunities 


Some of the fastest-growing occupations are those in which the skills of gerontological specialists will be 
needed. As the baby boomers move into their 50s, more of them will require the services of financial planners 
to develop strategies for managing their retirement savings. Financial planners usually have four years of 
college and some have master’s degrees in business or backgrounds in sales or marketing. 

Another area in which demand will increase is geriatric social work. The growth of the population of those 
85 or older means that more social workers will be needed to help people recovering from illnesses to plan 
posthospital care and services, to provide counseling in health care settings such as assisted living centers and 
nursing homes, and to provide grief counseling. 

The health care industry, currently the largest industry in the U.S., is expected to grow dramatically in the 
future. The demand for physicians who have specialized knowledge of geriatrics will expand greatly. 
According to one estimate, every medical school in the country will need to have at least 10 geriatricians on its 
faculty to meet the need for trained geriatricians (Olson, 2010). Another area in which there will be 
substantial growth will be in services for people with chronic illnesses. Jobs in this area are likely to be in home 
care 
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services rather than services provided in a nursing home. Another area of growth will be information 
technology. People need information about available services and about health and wellness and, thanks to the 
Internet, many people are educating themselves about wellness and prevention, illnesses and treatment 
options, care services, and beneficial health behaviors. There will be new jobs in meeting the information 
need. Finally, there will be more job opportunities to meet end-of-life demands. Employers will be looking for 
workers who understand pain management, who can design better health care delivery systems and treatment 
options, and who can manage complex health care systems (Wilber, 2000). 

As a more affluent and educated cohort grows old, the demand for leisure activities will increase. The 
travel and hospitality industries will expand, as will the retirement community industry. Travel agents will see 
more of their business coming from newly retired baby boomers, and real estate agents will be kept busy 
selling the homes of retirees who wish to develop leisure-oriented lifestyles. 


Becoming a Gerontological Specialist 


How does a person become certified as a gerontological specialist? In some professions such as medicine, 
rehabilitation therapy, and nursing, a certified professional completes a traditional degree program and then 
takes a course of study to obtain a specialty in aging. Thus, a nursing student would pursue a degree in nursing 
and then specialize to become a geriatric nurse practitioner. Financial planners also have opportunities to take 
courses toward certificates in aging. For example, the American College of Financial Planners offers a CASL 
(Chartered Advisor for Senior Living) designation that consists of five in-depth courses on various aspects of 
retirement planning. Another option for those who want to work with older people but do not wish to obtain 
a professional degree in a traditional discipline is to pursue a degree in aging studies or gerontology. An 
increasing number of universities offer master’s and PhD degrees in gerontology. 
If you have an interest in aging and the life course, there is a career option for you. 
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Chapter Resources 


LOOKING BACK 


1. What is social gerontology, and how is it related to the broader field of gerontology? Gerontology is the 
study of the biological, psychological, and social aspects of aging. Social gerontology is a subfield of gerontology that 

focuses on the social as opposed to the physical or biological aspects of aging. 

2. How is old age defined, and what difference does the definition make? There is no single agreed-upon way 
to define aging and old age. The most commonly used definition in the U.S. is chronological age, but there are 
many other ways to determine when someone is considered old. These include taking on a social role such as widow 
or retiree; functional age; or subjective age identity. The definition that is most useful depends on the purpose. For 
example, chronological age is often used for defining eligibility for a benefit, such as Social Security, but functional 
age may be a more useful way to determine who is best suited to perform certain activities. 

3. What is a cohort, and why are social gerontologists interested in cohorts? 4 cohort is a group of individuals 
who have experienced the same event in the same time period. The most common way to define cohorts is by year of 
birth. Cohorts are shaped by historical events, by their size and composition, and by changes that occur in the social 
institutions around them. Age changes occur in individuals over time; age differences are ways one cohort differs 

from another. The concept of a cohort is useful for distinguishing age changes from age differences. 

4, What is ageism, and how is it perpetuated? Ageism is defined as stereotyping and discrimination against people 
on the basis of age. Stereotypes are a composite of attitudes and beliefs about people as a group. When people act on 
the basis of these beliefs, they are guilty of age discrimination. Ageism can take many forms. The form ageism takes 
differs by gender, because there is a double standard concerning aging, whereby men are valued by their 
accomplishments and women by their appearance. Because of this double standard, women are more likely than 
men to attempt to conceal their age. 

5. How do older men and women differ in terms of marital status? Older men are more likley to be married and 
older women are more likely to be widowed. 


THINKING ABOUT AGING 
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4. 


5. 


Are the older members of your family aging successfully? In what ways do they meet or fall short of the 
criteria for successful aging? 

Pick someone in your family and define his or her age using each of the four definitions of old age. 

List the generations in your family, and place each in one of the five cohorts described in this chapter. 
Suppose a survey of students on your campus shows that many of them hold ageist attitudes. Explain why 
that could be a problem, and suggest ways to change students’ attitudes toward the aging. 

Select a TV show, book, or movie, and analyze the way aging characters are portrayed in it. 


KEY TERMS 


age discrimination 11 


ageism 11 


chronological age 5 


cohort 7 


cohort aging 7 


cohort effect 8 
frail elderly 6 
functional age 6 


generation 7 


gerontology 4 
middle-old 6 
oldest-old 6 


senescence 4 


social gerontology 4 


social roles 6 


somewhat impaired elderly 6 
stereotypes 11 


subjective age identity 7 


successful aging 3 
well elderly 6 
young-old 6 
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EXPLORING THE INTERNET 


1. 


2. 


The American Geriatrics Society (http://www.americangeriatrics.org) is an organization that works to 
address the needs of the aging population of U.S. Go to the website (http://www.healthinaging.org/find- 
a-geriatrics-healthcare-professional/) and answer the following questions: 


a. Who is most likely to provide primary care for older adults? 
b. When should a geriatrician be consulted? 


The American College of Financial Services is an organization that provides information and coursework 
for professionals who work to help people plan for retirement. Go to the website 
(https://www.theamericancollege.edu/plan-your-studies/programs) (financial-planning) and answer the 
following questions: 


a. What do financial planners do? 
b. What requirements must be met to become a Retirement Income Certified Professional? 
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Chapter 2 


Life Course Transitions 


Chapter Outline 


The Life Course Framework 
Methodological Issues in Research on the Life Course 
Age, Period, and Cohort Effects 
Cross-Sectional Research 
Longitudinal Research 
Qualitative Research 
Identifying Life Course Events 
The Timing of Life Course Events 
The Duration of Life Course Events 
In Their Own Words: Reversing Roles: Children Caring for an Aged Parent 
The Sequencing of Life Course Events 
The Effect of Early Experiences on Adult Outcomes 
Aging Around the World: The Effect of Military Service on German Veterans of World War II 
Demographic Change and Middle Age 
The Theory of Cumulative Disadvantage 
Diversity in the Aging Experience: African American Veterans Share Their Experiences with Military Service 
How Government Influences the Life Course 
An Issue for Public Policy: Defining the Transition to Old Age 
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A. norms are informal rules that tell us whether we are on 


time or off time for various life events. 
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Looking Ahead 


How did demographic change create a new phase of the life course called middle age? 

What are the advantages and disadvantages of cross-sections and longitudinal research for measuring life course changes? 
Do people attempt to time the major events in their lives? 

Can the sequencing of major life events create role conflict? 


Can major historical events affect the life course of a whole generation? 


GS an Sa Ja ip 


How can government affect the life course? 


hey call them Start Over Dads, or SODs for short. SODs are older men who are having children at a 


stage in life when other men their age are thinking about retiring to Florida or buying long-term-care 
insurance. Some SODs are celebrities, like Paul McCartney, who had a daughter at age 61, or Kenny 
Rogers, who had twin boys at 65. Many others are ordinary men who often are in second marriages to 
younger women who want to have a child. What are the pros and cons of having children late in life? 
Some evidence suggests that SODs are more nurturing toward their children than are younger men and 
have more time to be engaged in their children’s lives. On the downside, their children often worry about 
how long their fathers will survive and may have to explain to strangers that, “Hey, he’s not my grandpa, 
he’s my dad.” 
SODs are bucking what social gerontologists call age norms, those informal rules that specify 
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age-appropriate roles and behavior. These rules often remain unspoken until they are violated, and 
then we recognize that they exist. 


Age norms help to determine when people marry, how many children they have, and how they balance 
work and leisure. Yet life’s road map is constantly being redrawn because of changes in demography, the 
economy, and government policy. These deep transformations reorganize social life and alter individual 
patterns of growth and development. Social gerontologists who study this road map adopt what is called the 
life course approach. The life course approach recognizes that developmental changes based on biological 
processes mold human behavior from birth until death, but that human development is also influenced by an 
array of psychological, social, historical, and economic factors (Featherman, 1983). 

In the first section of this chapter, we consider how the timing, duration, and order of life’s major events 
are shaped by demographic change and individual experiences and opportunities as well as large-scale social, 
economic, and political events, such as wars, periods of depression or prosperity, and government policy 
changes. Then we learn about the causes of inequality in later life. Finally, we discuss the role government 
policy plays in shaping the way people move through the life course. 


THE LIFE COURSE FRAMEWORK 


The life course framework is an approach to the study of aging that emphasizes the interaction of historical 
events, individual decisions and opportunities, and the effect of early life experiences in determining later life 
outcomes (G. H. Elder, 2006). In making major decisions, such as when to have a child, people usually 
consider immediate issues such as their current finances or educational plans. They are less likely to consider 
how the decisions they make when they are young will influence the rest of their lives. Take the decision to 
have a child. What are the advantages of having a child early in life, at age 23 or 24, compared with later, at 
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age 35 or 37? Over the short term, early childbearing may delay the purchase of a house, because saving 
money is difficult when a couple has a child to support. A woman may also find that her career advancement 
is delayed. By the age of 45, however, the child will be grown, and the couple will have many more years to 
work and save before retirement. By contrast, a couple who waits to have children will have ample time to 
establish themselves in a career, buy a home, and become financially secure. Yet their children may not be 
independent until the parents have reached age 60! At a time when this couple should be saving for 
retirement, they will be paying for college. 

These examples illustrate the lifelong consequences of some important individual decisions. The life 
course of individuals is shaped partially by such decisions made early in life and partially by events that are 
beyond a person’s control. This is the a central premise of life course research—that early experiences, 
opportunities and decisions result in individual differences in adulthood and are critical for future life chances 
(Alwin, 2012). 

As people age, they move through different social roles that provide them with different identities— 
student, husband or wife, worker, parent. Sociologists call these role changes transitions. The concept of 
transitions refers to the role changes individuals make, as they leave school, take a job, get married, have 
children, or retire. Transitions are age-graded in the sense that there are certain expectations for when the 
transition from one role to another should take place (Shanahan and Macmillan, 2008). For example, there 
are societal expectations regarding when people should marry, when they should bear their first children, and 
when adult children should leave home. Yet traditional expectations are constantly being altered, as people 
delay marriage, divorce, or live 30 years past retirement. People also experience countertransitions, which are 
produced by others’ role changes. When you marry, your mother automatically becomes a mother-in-law. 
When you have a child, your father automatically becomes a grandfather. Should your spouse die, you will 
become a widow or widower. Although you yourself did not change, someone related to you did, and that 
change produced your countertransition. 
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Finally, a series of transitions is called a trajectory. In the past, gerontologists viewed trajectories as 
relatively stable and as having a clear order. The work trajectory, for example, was characterized in terms of 
three stages: preparation for work (education), work, and retirement. Now researchers recognize that there are 
multiple pathways in the ordering and timing of life events. For example, there have been distinct gender 
differences in employment trajectories, with women having more disorderly work careers than men as they 
move in and out of the labor force to care for children and aging parents. The work trajectories of women 
have had a negative impact on their income security in old age, because interrupted work histories mean lower 
Social Security benefits and less access to private pensions. Yet over the past several decades women’s patterns 
of work have become more continuous, not only in the U.S. but in most European nations as well (Esping- 
Anderson, 2009). During the same period the number of years a man has worked for the same employer has 
declined, and the male work trajectory has become more disorderly. In the future, the gender difference in 
income security in old age that is characteristic of the aged today may disappear, because the work trajectories 
of men and women are becoming more similar. Social gerontologists now recognize multiple pathways in the 
ordering and timing of life events. 

Similar changes have occurred in the family life course. In the past, the family life course included clear 
transition points beginning with courtship and followed by engagement, marriage, birth of the first child and 
last child, departure of children from home, and eventual death of a spouse (as discussed in Chapter 8). Today 
many marriages end in divorce, so an individual may experience marriage more than once, have children with 
different partners, and belong to multiple families over the life course. Further, many children will be a 
member of a single-parent household for some period of time before they become adults (G. H. Elder and 
Shanahan, 2006). 

The intellectual origins of the sociological approach to the life course lie in several traditions that cross 
disciplinary boundaries. One tradition comes from age stratification theory, discussed in Chapter 3. Three 
aspects of age stratification theory are relevant to the study of the life course. First, age is one of the bases for 
regulating social interaction and for ascribing status; second, the timing of the entry into and exit from social 
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positions has age-related consequences; and third, the pattern of biological aging and the sequence of age- 
related roles are altered by historical events (e.g., improvements in health care, new technologies) (Riley and 
Riley, 2000). 

Another influence on the life course approach is the anthropological study of age grading. Age grades are 
ways of using age as a social category to group people by status. Every society has generational principles for 
organizing the life course. In age-graded systems, males are ranked in hierarchical order according to their age 
group. Each group has a different role or grade, such as warrior for young men or elder for old men (Fry, 
1999). The Arusha of Kenya recognize six grades: youth, junior warrior, senior warrior, junior elder, senior 
elder, and retired elder. Other societies have only two or three. Interestingly, most societies have more clearly 
marked age grades for males than for females. It may be because women are more tightly integrated into 
familial roles than men and that these kinship ties create vertical bonds between generations rather than 
horizontal bonds of age. 


METHODOLOGICAL ISSUES IN RESEARCH ON THE LIFE COURSE 


Age, Period, and Cohort Effects 


A central methodological issue in life course research is how to distinguish between age effects, period effects, 
and cohort effects. An age effect is a change that occurs as a result of advancing age. The basic assumption in 
measuring age effects is that changes due to aging reflect biological and physiological developments that are 
independent of specific times, places, or events. The clearest example of an age effect is declining health. For 
instance, aging is accompanied by an increasing risk of high blood pressure. 

A period effect is the impact of a historical event on the entire society. The Great Depression 
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has had a lifelong effect on those who lived through it, but its effect has varied depending on where 
individuals were in the life course. Another notable transformative event occurred in 1989 with the fall of the 
Berlin Wall separating communist East Berlin from democratic West Berlin. This event, which reunified 
Germany, affected the educational achievement, career advancement, and fertility of the former East Germans 
(Silverstein and Giarrusso, 2011). At the individual level, this type of change is called “attitude conversion.” 
Have you experienced memorable events that created a period effect? 

A cohort effect is the social change that occurs as one cohort replaces another. For example, when 
members of an older cohort who hold one set of attitudes die, they are replaced by younger people who hold 
different attitudes. The attitudes of the population as a whole will shift as a result of this cohort replacement. 
The millennials are more likely than the baby boomers to hold positive attitudes toward gay marriage (Pew 
Research Center, 2015a). Another cohort effect is the age of expected retirement. As Figure 2-1 shows, 
people born between 1965 and 1978, the cohort that came after the baby boomers, expect to retire much 
earlier than people born between 1923 and 1945. As you will see in Chapter 10, however, boomers are 
actually working longer. 


Figure 2-1 Cohort Difference in Expected Age at Retirement. 


Post baby boomers 
(born 1965-78) 58 
Trailing edge 
baby boomers 58.4 
(born 1957-64) 
Leading edge 
baby boomers 60.4 
(born 1946-56) 
World War II 
generation 62.6 
(born 1923-45) 
55 56 57 58 59 60 61 62 63 
Average age expect to retire 
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Source: Moen, Plassman, and Sweet (2001). 


Although the concepts of age, period, and cohort effects sound simple, they can be quite difficult to 
measure. For example, older people are more likely to vote than younger people. Is this disparity in voting 
patterns caused by an age effect, meaning that people become better citizens as they grow old? Or is it caused 
by a cohort effect? The people who are currently old may always have voted in large numbers. We explain this 
problem in more detail below. Social gerontologists frequently use cross-sectional research to distinguish age, 
period, and cohort effects, but /ongitudinal research is a better approach. 


Cross-Sectional Research 


Research comparing people of different age cohorts at a single point in time is called cross-sectional research. 
Researchers conducting a cross-sectional study ask the same information of people in several age groups. For 
example, in the study of attitudes toward gay marriage mentioned previously, researchers compared four 
cohorts and found clear cohort differences. Support for gay marriage was lowest among the silent generation 
(born between 
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1928 and 1945) at just 39 percent, compared to 45 percent of baby boomers, 59 percent of Generation Xers 
(1965 to 1980), and 70 percent of millennials (Pew Research Center, 2015a). 

Differences between age groups that appear to be age effects also may result from period effects. History 
creates a period effect when change is relatively uniform across successive birth cohorts (G. Elder, 1994). The 
Great Depression, World War II, the assassination of President Kennedy, the civil rights movement, and the 
Vietnam War were grand events that distinguished the lives of those who lived through them from people 
born later. 

In judging the importance of a historical event, it’s also important to recognize that the impact of an event 
is likely to affect each age cohort differently. For example, African Americans who were elderly during the 
civil rights movement had little opportunity to benefit from expanded opportunities for jobs and education 
that flowed from passage of the Civil Rights Act of 1964. By contrast, those who were still young at that time 
were more likely to attend college and enter occupations that had previously been closed to them. 

Although cross-sectional studies are not ideal for distinguishing age, period, and cohort effects, they are 
often the most feasible method for studying aging. They are less costly than longitudinal studies, and they 
allow researchers to draw conclusions about cohort effects that cannot be gained through the study of a single 


age group. 
Longitudinal Research 


Some of the complex methodological issues involved in distinguishing between age effects, cohort effects, and 
period effects can be sorted out through longitudinal research. In contrast to cross-sectional studies that 
compare subjects from different cohorts, longitudinal studies follow the same group of people over time. 

The longest longitudinal study, the Harvard Study of Adult Development, began in 1938 when Dr. Arlen 
Bock began a study of 268 Harvard sophomores. Dr. Bock’s original intent was to determine what factors led 
to the best possible health as these men moved into adulthood. The study was supposed to last for 20 years, 
but various groups of researchers continued to follow these men through the 2000s—nearly 80 years! As these 
men, mostly from privileged backgrounds, grew old, the original goal expanded as researchers sought to 
determine which early traits were best at predicting a successful life. One of the main findings was that 
education was the best predictor of good health and that alcoholism was a major cause of unhappiness, poor 
health, and divorce (Vaillant, 2012). The Health and Retirement Survey (HRS) is another more recent 
example of this research design. In this survey, 13,000 individuals born between 1931 and 1941 were first 
interviewed in 1991 and there have been follow-up interviews up to 2010. This survey provides rich 
information about the long-term effects of employment, marriage, childbearing, and a myriad of other factors 
in income, health, and happiness. For example, one study using HRS data asked how caring for elderly 
parents affects women’s later risk of living in poverty. The researchers found that women who cared for their 
elderly parents were more likely to stop working for a period of time or leave the labor force entirely. As a 
result, they had a higher risk of being poor when they grew old (Wakabayashi and Donato, 2006). 
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Another newer study that has just completed two waves of data collection is the National Social Life, 
Health and Aging Project (NSHAP). The goal of this study is to better understand the role that social 
support and personal relationships play in healthy aging. In particular, the NSHAP examines the interactions 
between physical health, illness, medication use, emotional health, health behaviors, and social connectedness. 
What is special about this project is its focus on social and intimate relationships, including sexuality. 

An ambitious longitudinal study is called AHEAD (Asset and Health Dynamics among the Oldest Old). 
AHEAD is an investigation of people aged 70 and older who were born in 1923 or earlier. It includes 
questions on health, cognitive functioning, income, and exchanges between family members. Data collection 
began in 1993 and continues every other year. One study using the AHEAD sample found that changes in 
functional limitations 
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and depressive symptoms were closely interrelated between wives and husbands. In other words, when one 
spouse experienced a problem performing an activity of daily living like being able to get dressed, the other 
spouse became more depressed. The authors concluded that marital status had an important influence on 
health trajectories in old age in terms of both physical and mental health (Hoppman et al., 2011). We will 
learn much more in the future, as new data from this study are analyzed. 

Longitudinal studies are better than cross-sectional studies for distinguishing age effects from cohort 
effects because they follow a particular group of people over time. They not only provide data about 
differences between age cohorts; they also make it possible to make inferences about age change within each 
cohort and the effect of living through a period across cohorts. We will feature results from longitudinal 
studies in several chapters in this book. 

There are also disadvantages associated with longitudinal studies. By their very nature, they are costly 
because they follow subjects for years or even decades. They also have biases because subjects are lost over time 
as people drop out, move away, or die. Those who are left at the end of a longitudinal study may differ in 
some significant ways from those no longer a part of the sample. For example, numerous studies indicate that 
people of lower socioeconomic status have poorer health than more affluent people but that these health 
differences decline with advancing age. The problem is that people in the poorest health may die sooner, 
leaving a sturdier population of survivors (Ross and Wu, 1996). 


Qualitative Research 


Many interesting studies of aging are based on qualitative research. One type of qualitative research is 
participant observation. In these studies researchers observe people in a natural setting, keep copious notes on 
what they observe, and then organize their observations to help understand patterns of behavior, decision- 
making processes, and the social character of communities. One classic example of a participant observation 
study is Timothy Diamond’s (1992) research on the factors affecting quality of care in nursing homes. 
Diamond enrolled in a vocational school, became certified as a nursing assistant, and went to work in several 
nursing homes. In vivid prose, he describes the difficulties nursing aides face on a daily basis. He also 
expresses sympathy for the residents, once successful teachers or business women or homemakers, who now 
find themselves treated as little children. Diamond’s main theoretical claim is that the bureaucratic routines 
imposed on the nursing assistants that are often remote from human needs make good care impossible. 

Another type of qualitative research consists of open-ended interviews. Joel Savishinsky’s (2000) award- 
winning book, Breaking the Watch, is an excellent example of this approach. Savishinsky was interested in 
studying retirement, not as a single decision at one point in time, but as a process that for most people takes 
place over many years. He was especially concerned with allowing retirees to speak for themselves about their 
adjustment to this new life stage. To conduct his research, Savishinsky interviewed more than 50 older people 
from diverse backgrounds and representing a range of work, family, educational and socioeconomic 
backgrounds: a teacher, banker, secretary, mail carrier and farmer, among others. His first interviews were 
conducted several months before retirement. He then did two additional rounds of interviews, 6 to 12 months 
after retirement, and 18 to 24 months later. Through his interviews he was able to demonstrate that 
retirement is a complex emotional process rooted in personal experience, history, and community. 
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Now that we have described some basic concepts and methodological issues in the life course approach, 
let’s examine research findings on the social, economic, and demographic factors that influence the ziming, 
duration, and sequencing of life course transitions (Rossi, 1980). 


IDENTIFYING LIFE COURSE EVENTS 
The Timing of Life Course Events 


Age norms Timing refers to the idea that there are appropriate ages for making various life course transitions. 
In the 1960s, a team of researchers led 
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by Bernice Neugarten asked a representative sample of middle-class men and women aged 40 to 70 to indicate 
the appropriate age for various life events and behaviors. They concluded that the life course was regulated by 
age norms, defined earlier in the chapter as informal rules that specify age-appropriate roles and behavior 
(Neugarten et al., 1965). The researchers argued that age norms were deeply imbedded in the cultural fabric 
of adult life and formed a pervasive system that tells us when we are “on time” or “off time” for life events. 
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Most college students are in their late teens and early 20s 


but some people return to school when they are much 


older. 


© Comstock Images/Jupiterimages RF 


Commonplace remarks often reflect an implicit awareness of age norms: “She had her children late.” “He’s 
too old to be working so hard.” “She’s too young to wear makeup.” “He’s too old to be living at home with his 
parents.” Age norms define everything we mean when we say, “Act your age.” They act as prods or brakes on 
behavior, sometimes hastening an event, at other times delaying it. In combination, age norms form a 
prescriptive timetable, called a social clock, that orders major life events. The social clock not only influences 
when people marry, have children, and retire, it also may affect how they feel about entering a new life phase. 
For example, when grandchildren arrive “too early,” women lack preparation for the role, have little peer 
support, and often reject the idea of becoming a grandmother (Hagestad, 1988). 
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Are people really aware that their social clocks are ticking? Neugarten and her colleagues discovered that 
they were. In their research, conducted in the early 1960s, they asked people about the proper timing for one 
group of events related to the family life course and for a second set related to the occupational life course. 
They found that their subjects could identify clear expectations about the timing of events that initiated the 
transition to adulthood—finishing school, marrying, and, for males, beginning work. Neugarten and her 
associates concluded that men and women recognized that a social clock was ticking and were aware of 
whether they were on time or off time for major life events. 

Many of Neugarten’s measures now seem biased in ways that no longer reflect societal norms. This is 
especially true in regard to gender issues. Neugarten’s research was based on the implicit assumption that men 
were the breadwinners and women the family caregivers. Middle-aged men were seen to be in the prime of 
life, and middle age was seen to be the time when men accomplished the most, held their top jobs, and 
assumed the greatest responsibility. The accomplishments of women came earlier in the course of raising their 
families. With more than 70 percent of women currently in the labor force, these implicit assumptions no 
longer hold. More recent research reflects the influence of large-scale changes in the family and the labor 
force. 


Age timetables Settersten and Hagestad (1996a, 1996b) attempted to replicate Neugarten’s research on age 
norms. They interviewed a random 
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sample of 319 adults in the Chicago metropolitan area and asked a series of questions about 11 life course 
transitions. In the family sphere, the events included leaving home, returning home, getting married, 
becoming a parent, completing childbearing, and becoming a grandparent. In the sphere of education and 
work, the events began with leaving school and ended with retirement. Settersten and Hagestad found that a 
high proportion of their respondents could identify an age deadline for most events. Table 2-1 shows the 
average age deadline for these life course transitions. Differences in the expected timing of events compared 
with Neugarten’s results reflect demographic and social change. For example, in Neugarten’s study, most 
people agreed that the best age for a woman to marry was between 19 and 24. This consensus reflected actual 
marriage patterns, for in the 1950s half of all women were married by the age of 21. Between the mid-1950s 
and 1993, the median age at first marriage rose by four years (Cherlin, 1996). Settersten and Hagestad’s 
results reflect this rise in the age of marriage. 


Table 2-1 Age Timetables for Major Life Events 


Average Age Deadlines 


Male Female 

Family events 

Leaving home 21.7 21.9 
Returning home 27.2 28.2 
Marriage 27.9 25.9 
Parenthood 29.9 28.8 
Completing childbearing 44.2 39.1 
Grandparenthood 52.3 50.9 
Work and educational events 

Exit full-time schooling 26.4 25.5 
Enter full-time work 22.8 21.7 
Settle on career/job 29.0 28.9 
Peak of work career 41.7 39.8 
Retirement 61.3 59.3 
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Source: Settersten and Hagestad (1996a, 1996b). 


The concept of age norms implies that sanctions are attached to behavior and that people who are off time 
for various life events will experience disapproval or even stronger sanctions. However, Settersten and 
Hagestad found that although consensus existed on the timing of life events, most people believed that there 
were no consequences for missing cultural age deadlines. Perhaps the influence of cultural age deadlines is less 
important than researchers in the past presumed, or perhaps the concept of age norms itself is a product of a 
historical era and thus increasingly irrelevant. Because the expected timing of important life events is looser 
and more flexible than it may have been in the past, Settersten and Hagestad preferred the term age 
timetables rather than age norms. 

Perceived timetables of the life course shape our experiences of growing older by providing reference 
points and sets of expectations about what we should be doing with our lives. Although many studies have 
focused on the transition from youth to adulthood or the transition to old age, only a few have focused on 
perceptions of middle age. A recent study found that most people in the U.S. now believe that middle age 
begins around age 46 and ends at age 62. However, the way people perceive the start and end of middle age 
depends on their social context. Women view the start and end of middle age as occurring later than men, and 
people in poor health see middle age as starting earlier than people in good health. Becoming a parent at an 
older age is also associated with perceiving middle age as starting later (Toothman and Barrett, 2011). 


The Duration of Life Course Events 


Duration refers to the number of years spent in each phase of the life course (Silverstein and Giarusso, 2011). 
The duration of life events is continually being transformed. 

One distinctive change in the duration of a life course phase is the extension of adolescence. Historically, 
adolescence ended when young people left the family home. Until about 1980, grown children were expected 
to become independent and not return home as permanent residents, regardless of whether they were single or 
married. In the past two decades, young people have remained longer in the parental home or left and then 
returned, creating a 
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crowded nest. Instead of children setting out to make their way in the world, the parental home now 
serves as a base of operations during the phase that precedes marriage and even after marriage for some 
couples. Education is an important predictor of grown children who are likely to be living with their parents. 
Among 18- to 31-year-olds, 40 percent of those with a high school degree are still living with parents 
compared to just 18 percent of college graduates (Fry, 2013). The trend of adult children living with parents is 
especially pronounced among young women. In 2014, 36 percent of women aged 18 to 34 were living with 
parents or relatives, the largest number since the 1940s. Among the reasons are later age of marriage, 
increasing student debt, and higher living costs (Fry, 2015). 


In Their Own Words 


© McGraw-Hill Education/Andrew Resek 


Reversing Roles: Children Caring for an Aged Parent 


M, son will come today and take out the garbage since it is Monday. I hear from him regularly. I just got 


a black-eyed Susan from his place and brought it over here.... He calls on Sundays and my daughter calls 
every night. I still drive, but my daughter-in-law will take me to the blood test today. And my 
granddaughter used to take me around too. Just yesterday she was a small thing. My niece, she cleaned out 
the cellar this past weekend and found an old picture... 
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Source: Loe (2011:190). 


Another change in the duration of a life course phase has been the extension of old age. The increase in 
life expectancy that has occurred in the past half century among people older than 65, especially among those 
older than 85, means that the period of old age may last as long as 30 or 40 years. Most people live long 
enough to become grandparents and to play an active role in their grandchildren’s lives. Many people who are 
themselves elderly may have children who are old (Uhlenberg, 1996b). Yet adult children play an important 
role in preserving the independence of their elderly parents. In the “In Their Own Words” feature Shana, an 
elderly woman, describes the support she receives from her two children. 


The Sequencing of Life Course Events 


The idea of sequencing presumes that transitions should be made in a particular order (Rindfuss et al., 1987). 
The implication is of orderliness and irreversibility. How orderly is the life course? In some cases, sequencing 
is quite apparent. Today it is rare to find an overlap between parenthood and grandparenthood. The two roles 
are clearly sequenced, although that was not true in the past (Hagestad, 1988). But, as we have noted 
elsewhere, the average number of years people can expect to have both parents alive has tripled in the past 
century. Thus, middle-aged adults are now more likely to have simultaneous obligations to children and to 
parents (Watkins et al., 1987). 

Disorder in the sequencing of life events may have negative consequences for later life transitions. For 
example, interrupted schooling and early parenthood are both associated with lower income later in life 
(Elman and O’Rand, 2004). The overlapping of life events may also create role conflicts. Middle-aged people 
who have both dependent children and aging parents often are described as the “sandwich generation.” When 
parenting, employment, and parent care coincide, the strains can be enormous. 
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Doonesbury BY GARRY TRUDEAU 


THATS RIGHT, DEAR... MOVING BACK HOME, BOY, I MISSED YOU 


RENTS! ITS WHAT ARE 
THE RETURNOF YOU DOING 


YOUR LONG-LOST HERE? 
ZONKSTER! 


DOONESBURY © G. B. Trudeau. Reprinted with permission of UNIVERSAL UCLICK. All rights reserved. 


Social scientists have also discovered a sequencing in the order of later life moves (Bean et al., 1994). The 
first move occurs among young retirees seeking a comfortable lifestyle. These migrants are more likely than 
nonmigrants to be married, to have higher incomes and educational levels, and to be healthy (Longino, 1990). 
A second move occurs 20 or more years later, when older people develop chronic disabilities, experience a 
serious illness, or become widowed. In this case, the move is motivated by a desire to be closer to children. 
Some older people move into a child’s home; others choose a location nearer their children. Finally, physical 
incapacity may force a third move to a nursing home or assisted living facility (Longino et al., 1991). This last 
move is usually local rather than long-distance. Despite the popular image of the young-old as a population in 
flux, the oldest-old are most likely to have changed residences in the past five years. Among people over 85, 
widowhood, disability, and institutionalization prompt frequent moves (Bould et al., 1989). 
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The Effect of Early Experiences on Adult Outcomes 


Inherent in the life course approach is the notion that early experiences reverberate across the whole life course 
(Ferraro et al., 2009). 

In one study, Shanahan, Elder, and Miech (1997) analyzed how the Depression influenced career success 
for two groups of men who participated in the Stanford-Terman Study of Gifted Children. All the men came 
from privileged backgrounds. One group of men, those born between 1904 and 1910, were just beginning 
their careers when the Depression struck. These men could take refuge from a contracting labor market in 
colleges and universities. They graduated college and received advanced degrees. When the hard times ended, 
they launched careers, only to have their chance for job mobility interrupted by World War II. At the war's 
end, they returned home to find that career opportunities had passed them by. In contrast, men born slightly 
later, between 1911 and 1917, completed their education after the Depression had ended and began their 
careers in the postwar period of economic prosperity and expanding opportunity. By middle age, the later- 
born men had as much career success as the earlier-born men, even though they had less education. Veterans 
in other countries were also affected by the wars of the twentieth century. The “Aging Around the World” 
feature describes how German soldiers fared after World War II. 
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THE EFFECT OF MILITARY SERVICE ON GERMAN VETERANS OF WORLD WAR 
Il 


ave you served in the military? Have any of your friends? Military service is becoming an increasingly 


rare phase in the life course of American men. In the U.S., approximately 80 percent of men born in the 
1920s served in the military, compared with only 10 percent of men born in the 1960s (Putnam, 2000). 

How does military service influence the life course of soldiers? One answer to this question is provided 
by a study of German veterans of World War II. The war had a devastating effect on the German people, a 
large proportion of whom served in the army. Many soldiers lost their lives, leaving behind massive 
numbers of widows and orphans. Allied forces occupied the war-ruined country, which soon fell into a deep 
economic crisis. Many Germans became refugees (Mayer, 1988). 

German veterans who survived the war resumed their lives in the midst of turmoil. Yet surprisingly, one 
researcher found that the war did not have its most adverse effects on men who had served in the army 
(born from 1920 to 1925) or on those who had served the longest (Mayer, 1988). Rather, it had the greatest 
effect on those men who entered the labor market for the first time soon after the war ended (those born 
between 1926 and 1932). Maas and Settersten (1999) used the Berlin Aging Study (BASE), a random 
sample of West Berliners born between 1887 and 1922, to trace the consequences of military service on 
these men’s lives. Compared to those who did not serve in the military, veterans did experience an 
immediate negative impact on their careers. Men who had served as soldiers were more likely than 
nonsoldiers to be unemployed at the end of the war, and less likely to enjoy upward mobility. The longer 
they had served in the military, the more negative the effect. But the negative effect of military service was 
not long-lasting. By 1955, as the German economy began to recover, veterans were indistinguishable from 
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other civilians. Most of those who had been downwardly mobile immediately after the war recovered their 
class positions. Researchers concluded that while military service does have a short-term effect on men’s 
lives, over the entire life course the effect is negligible. 


What Do You Think? 


1. Do you know anyone whose life course was changed because of military service? If so, explain the 
circumstances. 


2. Can you guess why German veterans were eventually able to overcome the negative effects of their 
military service? Does military service have long-term benefits? 
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The quality of family relationships in childhood also has an effect on mental health in adulthood. Adults 
with divorced parents compared with adults of parents who remained married report greater unhappiness, less 
satisfaction with life, and more symptoms of anxiety and depression. Parental conflict and divorce erodes ties 
between parents and children in later life and leads to greater conflict among siblings as adults (Amato and 
Sobolewski, 2001; Panish and Stryker, 2001). These results occur in studies of people not only in the U.S. but 
also in Great Britain, Canada, and Australia. 

Early life patterns have an effect on health in later life as well. A number of studies have found that 
children who are overweight are much more likely than slim children to be obese as adults. Being overweight 
at age 15 and 16 is a strong predictor of adult obesity. Genetic factors may be responsible, but it is also 
possible that obesity is a learned behavior caused by parental eating habits. These results suggest that weight 
reduction interventions for children are needed to break the chain of risk and improve health over the entire 
life course (Ferraro et al., 2003). 

Finally, some research suggests that childhood traumas influence subsequent life course patterns. One 
study of women who had been sexually abused as children found that they were more sexually active in 
adolescence and adulthood than other women. They had sex at earlier ages, had more sexual partners, were 
more likely to have a sexually transmitted disease and forced sex, and were more likely to become parents in 
their teens (Browning and Laumann, 1997). Another study examined the effect of the early loss of both 
parents on elderly African Americans. The researchers interviewed 109 men and women aged 85 and older 
and found that those whose parents had died or deserted the family were less integrated into family and 
friendship networks in late life. One example is Mrs. Long, who never knew either parent: 


My mother died when I was very small. I got shuffled from one family member to another. I went to live with my 
mother’s sister, and then she died, so I got sent to my father’s mother. She died, and I don’t remember after that. I just 
kept getting sent from one family member to another. 


Now at 86 Mrs. Long lives alone. Her days consist of meals, medicine, and television. No one calls on her 
birthday (Johnson and Barer, 2002:114). These findings indicate that problematic transitions at one point in 
time may have long-term consequences. 


Demographic Change and Middle Age 


The life course “begins and ends with demographic events—birth and death,” and demographic change 
creates variations in the experiences of different cohorts (Uhlenberg, 1996c:226). One effect of demographic 
change has been the creation of a new phase of the life course—middle age. Until recently, middle age was 
indistinct from the rest of adult life. In the nineteenth century, women had their first children when they were 
in their twenties and continued having children until they were nearly 40. Because women bore many 
children, the years from 40 to 60 were consumed by child-rearing tasks. For nineteenth-century women, 90 
percent of their married lives were spent in child rearing. Not until the average couple reached 60 were their 
children fully launched. It was not uncommon for people to become grandparents while they were still caring 
for dependent children. Given low life expectancy, a married couple could then expect to survive together for 
only two years after age 60 before one of them became widowed. 
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By the 1970s, the average couple had their first child by their mid-20s and had a total of two children 
spaced two years apart. Only 40 percent of married life was spent in child rearing. By the time husband and 
wife reached their mid-40s, their children had left home. This left a period of 20 years or more with a couple 
alone together, not yet old, in an empty nest. Thus, changing patterns of childbearing, along with increasing 
life expectancy, created middle age as a separate phase of the life course. 

Increasingly, however, the empty nest years are becoming crowded with adult children returning home. In 
the 1960s, about 25 percent of women 
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aged 18 to 34 and 28 percent of men of that age were living at home with their parents. In 2015, 36 
percent of women and over 40 percent of men were living with parents (Pew Research Center, 2015b). Later 
age of marriage, student debt, and the higher cost of living are all responsible for this trend. 


THE THEORY OF CUMULATIVE DISADVANTAGE 


Over the life course, there is increasing diversity between members of a cohort, which creates greater 
inequality (Ferraro et al., 2009). In other words, the advantage of one individual or group over another grows 
over time, so that small differences between them are magnified (DiPrete and Eirich, 2006). Consider the 
hypothetical example of two young Brazilian women. The first has poorly educated parents. Although she is 
bright, she has no one to advise her about the value of a college education. As a result, she doesn’t understand 
what she needs to do to apply for fellowships or scholarships. When she graduates high school, her parents 
pressure her to help with the family business. At nineteen she gets married and immediately starts having 
children. Since their finances are always in dire shape, their children, too, must leave school early to help bring 
in money. A second bright young woman comes from a similar family background, but attends a small private 
Catholic school for free. She is encouraged to take college prep classes and with the help of the school 
guidance counselor, receives a scholarship to the local college. She marries a fellow student. He becomes a 
lawyer and she becomes an accountant. Their children lead an upper middle class life (Shanahan and 
Macmillan, 2008). 

People who start life at an advantage are likely to experience increasing benefits as they age. As a result of 
this process, inequality among people 65 or older is the highest of all age groups (O’Rand, 2006). A central 
concern of life course research is to explain why inequality increases with age. The theory of cumulative 
disadvantage highlights the influences of earlier life experiences on the quality of life in old age. Those who 
are advantaged early in life have more opportunity to obtain an education, get a good job, earn a high salary, 
and save for retirement. 

Several recent studies of veterans provide another illustration of the theory of cumulative disadvantage. 
There are more than 20 million veterans alive today in the U.S. Most are men, but there are also several 
million women. Veterans who served in the Korean War and in World War II are quite elderly, while those 
who served in Afghanistan and Iraq are middle-aged. Military service can affect social relationships, economic 
opportunity, and health in both positive and negative ways (Pruchno, 2016). On the positive side, serving in 
the military can increase educational opportunities and ensure access to health care. On the negative side, 
soldiers can have lifelong effects from combat-related injuries and exposure to stress. In one study of elderly 
World War II and Korean War veterans, researchers tried to measure the effect of combat on the risk of post- 
traumatic stress disorder (PTSD). Interestingly, veterans who were raised in a supportive family environment 
had a strong support system when they returned home, which reduced their risk of PTSD. By contrast, 
veterans who were raised in homes filled with conflict were more likely to have negative homecoming 
experiences, and thus more likely to suffer from PTSD (Kang et al., 2016). These results support the theory of 
cumulative disadvantage, which is discussed previously, that early experiences can have long-term 
consequences over the life course. Another study compared cognitive functioning in women veterans and 
nonveterans. Although initially veterans appeared to be less at risk of cognitive decline, as they aged their rate 
of cognitive decline accelerated (Padula et al., 2016). Thus, military service may have a long-term negative 
effect for women. 
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Veterans’ experiences varied significantly by race. In the “Diversity in the Aging Experience” feature, 
African American veteran who served in World War II, the Korean War, and Vietnam share their 
experiences, both home and abroad. 


LA 
N 
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AFRICAN AMERICAN VETERANS SHARE THEIR EXPERIENCES WITH MILITARY 
SERVICE 


r. Turner was a World War II veteran, one of the famous Buffalo soldiers: 


I was drafted in November, 1942. I was 21 and just got married. I was put into the 9974 Infantry Division—the Buffalo Soldiers. I was proud to 
go to war. I wanted to be a boy scout but my family couldn't afford the uniform. When the army came along, I wanted to be a soldier. This was my 
opportunity to change the board.... We were in Philadelphia ready to have lunch. The white soldiers walk in the restaurant; black soldiers weren’t 
allowed in. They handed out boxed lunch outside.... We were all going to Fort Meade, but we were going in segregated trains. They needed 


soldiers, but they didn’t really want us. 
Mr. Carson was a Korean War veteran: 


I trained at Fort McClellan.... They gave us rifles but no ammunition.... When we got to Korea, the Red Cross set up coffee and doughnuts. We 
had to go to the end of the line. There were several hundred of us. We refused out of pride. 


What Do You Think? 


1. How have military policies changed since World War II in the way different groups are treated? 
Consider minorities, women, and gays and lesbians. 
2. What programs should be available to men and women who have served their country when they grow 


old? 


Source: Black (2016:36-37). 


How GOVERNMENT INFLUENCES THE LIFE COURSE 


The government influences the life course by reducing risks and establishing and setting timetables or 
milestones for various events. 

The government has had the greatest impact on two phases of the life course: adolescence and old age 
(Kohli, 2009). For example, the transition from adolescence to adulthood is now defined by regulations 
regarding the age for voting, for obtaining a drivers license, for purchasing and consuming alcoholic 
beverages, and for marrying without parental consent. There are no similar rules for older people. There is no 
maximum voting age and no maximum driving age. The transition to old age is marked primarily by eligibility 
for Social Security benefits. These benefits make older people less dependent on others for economic security 
and more capable of making plans to retire based on stable expectations of income 
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(O’Rand, 2001). “An Issue for Public Policy” describes the way Social Security established the definition 
of old age. Can you think of other ways that government policies, laws, and programs affect the life course? 
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DEFINING THE TRANSITION TO OLD AGE 


hy do most people say that old age begins at 65? Why not 60 or 70? The main reason is that the Social 


Security Act of 1935 allowed retired workers to receive benefits at age 65. During the 1930s other proposals 
were suggested that would allow people to receive retirement benefits at age 60, but that idea was not 
seriously considered (Beland, 2005). Thus, the Social Security Act defined the transition to old age as 
occurring at 65. In 1958 women were allowed to retire at 62 with reduced benefits; then in 1962 men were 
given the same right. The change in policy did not change public perceptions that old age began at 65. 

In 2000 the age of eligibility for full Social Security benefits began to rise. Younger people will not 
qualify for full benefits until they are 67. Further, the complicating issue is that people who wait until 70 to 
retire will receive an even higher benefit. Will the perception of when old age begins also increase? Perhaps. 
Yet there is greater diversity in the timing and sequencing of educational, occupational, and family 
transitions than was true in the past (Barrett, 2005). Many retirees work part-time or even return to school. 
Thus, the perception of individuals as old may depend more on how they are living their lives than on 
whether they have reached a specific age. 


What Do You Think? 


1. When does old age begin? 
2. At what age should people be eligible for Social Security? 


One of the most extreme examples of state intervention in the life course occurred in China during the 
Cultural Revolution, when Communist leaders instituted a harsh “send-down” policy. During a 12-year 
period beginning in 1967, more than 17 million urban Chinese youths were forced to relocate to impoverished 
rural areas. 

For many youths, the send-down experience was a traumatic event. Most urban youths had never lived in 
a rural area, and most were sent far from home. Many were allowed to visit their families for only a few weeks 
every three years. For more than 12 hours a day, seven days a week, they worked in the fields. Some were 
stationed in the country for about five years, others for as long as 12 years. After Chairman Mao died in 1979, 
triggering riots and protests by the sent-down youth, government leaders ended the program. 

A follow-up study of sent-down youth conducted in 1993 and 1994 found that the experience had a 
significant effect on them (Zhou and Hou, 1999). For those young people who had stayed in rural areas for a 
long time, marriage and childbearing 


39 


were significantly delayed. When they finally returned to the city, they started out on the lower rungs of 
the occupational ladder. Yet there were some positive consequences. Compared to youths who had never left 
the cities, sent-down youth were more likely to obtain a college education; among young women, those who 
were sent down had higher incomes. The hardship of their rural experience may have fostered perseverance 
and risk taking, making them more capable of taking advantage of opportunities. Another possibility is that 
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the sent-down youth were more likely to graduate college because they were well-connected politically and 
thus likely came from more prosperous backgrounds to begin with. This study confirms the decisive role the 
state can play in restructuring the individual life course. 

One question now being raised concerns whether the division of the life course into three stages is still 
functional. Not only are people living longer, they are also healthier than in the past. Most older people have 
no serious disabilities, and many remain active well into their 80s (Manton and Land, 2000). Why, then, can’t 
older people learn new skills so that they can continue to contribute to society? In fact, recent trends show that 
people are no longer retiring permanently from their career jobs. Rather many older people scale down their 
work hours or take a different type of job rather than leaving the workforce entirely (Giandrea et al., 2007). 
That reduces the burden on public benefits and allows society to take advantage of the older workers’ skills 
and knowledge. Today, there are serious proposals to reduce age differentiation and spread education, work, 
and leisure over the entire life course. 

Over the past few decades, research incorporating the life course perspective has emphasized that aging is 
a dynamic process that must be studied in a historical and social context and that age, period, and cohort 
effects shape the aging experience for individuals and social groups (Ferraro et al., 2009). Although much of 
the research on the life course emphasizes modal patterns, large numbers of people do not fit these patterns. 
Rather, the path through life is quite heterogeneous, challenging the idea that there is an “institutionalized” 
life course (O’Rand, 1996a). There is also much to be learned about how the life course stages described by 
psychologists interact with wider structural changes. Given our recognition that stages are constantly being 
transformed, a more useful approach may be to emphasize the transitions that link life phases to diverse 
trajectories. 
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Chapter Resources 


LOOKING BACK 


1. How did demographic change create a new phase of the life course called middle age? Changing 
demographic trends have altered the nature of the life course for each new cohort. Until recently middle age did not 
exist as a separate phase of the life course. It was created by declining fertility and rising life expectancy, which 
provided a married couple 20 or more years alone together after their children had left home. 

2. What are the advantages and disadvantages of cross-sectional and longitudinal research for measuring 
life course changes? In cross-sectional research, comparisons are made between people of different age cohorts at 
one point in time. Cross-sectional studies are useful for examining age differences in attitudes and behaviors, but 
they cannot measure age changes. Longitudinal research, which follows the same individuals over time, is better 
suited for distinguishing between age, period, and cohort effects. 

3. Do people attempt to time the major events in their lives? The timing of life course transitions is regulated by 
age norms, which define age-appropriate roles and behavior. Research shows that people have clear expectations 
about the timing of various life course events and know when they are “on time” or ‘off time.” However, recent 
studies suggest that the term “age timetable” may be more appropriate than “age norm,” since there are few 
negative sanctions attached to being off time for life course transitions. 

4. Can the sequencing of major life events create role conflict? The concept of sequencing presumes that 
transitions should be made in a particular order. Some life events are clearly sequenced, such as parenting and 
grandparenting, while others overlap. Overlapping events can create role conflict. The idea of a midlife squeeze 
caused by role conflicts stemming from role overlap has received much attention. Yet only a relatively small 
percentage of middle-aged adults simultaneously have all children under 18, paid employment, and responsibilities 
for an aging parent. 

5. Can major historical events affect the life course of a whole generation? A/though there is insufficient 
longitudinal data to test all the ideas researchers have about the long-term consequences of early life experiences, 
some research has been able to overcome these limitations. Studies show that the impact of early experiences such as 
living through an economic depression can influence the life course of an entire generation. However, the 
consequences vary depending on the individual's age at the time the event occurred and on what decisions were 
made about how to deal with that event. 
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6. How can government policy affect the life course? When government policy gives people at specific ages 
particular rights, responsibilities, and public benefits, such as Social Security, it helps to standardize the life course. 
Currently, there are three clearly demarcated stages in the life course—education, work, and leisure. As society and 
the economy grow more complex, the challenge now is to explore ways policies can be restructured to allow more 


flexibility over the life course. 


THINKING ABOUT AGING 


1. What are the practical implications of the life course approach to social gerontology? 

2. Analyze the timing, duration, and sequencing of your parents’ life course. Was it typical for their 
generation? 

3. What was the major historical event of your life course? How did it affect your life? 

4. If government officials want to promote social equality, at what stage of the life course should they 
intervene? Explain. 

5. Ifyou were a government policymaker, would you use your authority to alter the course of adolescence? If 
so, how? 
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EXPLORING THE INTERNET 


1. The Health and Retirement Survey is a national longitudinal study of older people. It is conducted every 
two years and asks about finances, health and social relationships. Go to the website 
(http://hrsonline.isr.umich.edu/) and answer the following questions: 


a. What are the central objectives of the Health and Retirement Study? 
b. How do lifestyle factors influence health? 
c. What other countries have similar surveys of older adults? 


2. AARP is an organization dedicated to improving the lives of older people and informing them about 
important public policy issues. Go to the website http://www.aarp.org/livable-communities/info- 
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2014/livable-communities-facts-and-figures.html and answer the following questions: 


a. What happens to older people when they are no longer able to drive? 
b. What percent of older people want to stay in their own home as they age? 
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Sac active in later life improves health and well-being. 
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Looking Ahead 


1 
2 
3i 
4 
5 


Who were the first students of social gerontology, and what did they hope to learn? 

What theories of aging did early gerontologists propose? 

How did later scholars broaden the scope of the study of aging? 

What is the relationship between age and social status, and does it vary from one culture to the next? 


Which theories of aging consider how race, gender, and class affect the social status of the aged? 


inger Dean Martin was a superstar in his heyday. He was comedian Jerry Lewis: sidekick and a 


member of Frank Sinatra’s rat pack. His Las Vegas shows were sold out months in advance. In his later 


years, however, he became a recluse, sitting in his mansion in Los Angeles watching old cowboy movies 
and refusing all interviews. Then there is Olga Kotelko. She took up field and track at the age of 77, and 
at 91, she entered the 10,000 meter run at the 2011 World Masters Athletic competition (Grierson, 
2014). Which lifestyle represents normal aging? 
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According to one theory, it is natural and inevitable for older people to disengage: 
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In every culture and historical period, the society and individual prepare in advance for the ultimate disengagement of 
death by an inevitable, gradual and mutually satisfying process of social disengagement prior to death.... The 
individual retreats from the social world, which in turn relieves him of normative control.... This process is functional 
for the individual in the sense that it goes with having a high morale, and it is functional for the society in that it 
retires an age echelon from roles which young people may then fill. (Cumming and Henry, 1961:14) 


An alternative theory emphasizes the importance of continued activity in later life. 


The decrease in interaction proceeds against the desires of most aging men and women. The older person who ages 
optimally is the person who stays active and who manages to resist the shrinkage of his social world. He maintains the 
activities of middle age as long as possible and then finds substitutes for work when he is forced to retire and substitutes 
for friends and loved ones whom he loses by death. (Havighurst et al., 1968:161) 


Although they reach opposite conclusions, both of these statements are theories of optimal aging. 
Theories are broad explanations that provide a structure for organizing and interpreting a multitude of 
observable facts and their relationships to one another (Hagestad and Dannefer, 2001). They help to define a 
research agenda, provide a guide for scientific investigations, and predict what is not yet known or observed. 

Theories do not arise in a vacuum. Rather what researchers decide to study and their attitude toward the 
subject matter are products of the social environment (Clarke et al., 2011). Theories not only guide scientists 
in deciding what questions to ask about their universe; they also reflect implicit values about the way things 
should be. As products of a historical era, they tell us as much about the concerns of the people of that era as 
they do about the subject matter. 

This applies to the two previously quoted statements. The first, drawn from disengagement theory, 
declares that optimal aging involves withdrawal from the social world. The second, which summarizes the key 
tenet of activity theory, asserts that the person who ages optimally remains active and involved. Yet as 
different as they appear, they share certain fundamental properties: The individual is the subject matter, and 
the issue under investigation is how to age optimally. 

Consider now how the following statement differs from the previous two: 


A sociology of age is concerned with two major topics: (1) aging over the life course as a social process and (2) age as a 
structural feature of changing societies and groups.... Aging processes and age structures form a system of 
interdependent parts that we refer to as an “age stratification system.” (Riley et al., 1988:243) 


In age stratification theory, the individual is not the subject matter, the search for optimal aging has been 
abandoned, and age is defined as an element of social organization. 

This chapter traces the historical development of theories of aging. It first discusses the origins of social 
gerontology as a scientific discipline. Next, micro-level theories, which focus on individual aging processes, are 
examined. Initially, these theories were motivated by a quest to identify optimal aging and to understand what 
constitutes “normal” aging. Among the theories with this as the primary objective were disengagement theory, 
activity theory, and continuity theory. 

As evidence accumulated indicating that there was no one “normal” way to grow old, researchers began to 
ask instead how the elderly fit into the broader social structure. Theories that provided a bridge between 
micro-level issues of individual aging and macro issues of social structure included subculture theory, exchange 
theory, and social constructionism. 

It was a natural step from these theories to turn attention to the social system itself. Two macro-level 
theories of aging—modernization theory and age stratification theory—focused on the relationship between 
age and social status (Marshall, 1996). What these theories largely ignored, however, 
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was the way that status in old age is also influenced by an individual’s race, gender, and social class. The 
chapter concludes with a discussion of theories of power and inequality, including the political economy 
approach, feminist theory, and critical gerontology. 


THE ORIGINS OF SOCIAL GERONTOLOGY 
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The first practitioners of social gerontology were developmental psychologists, whose traditional focus on 
growth and maturation was expanded to include later maturity (Orbach, 1974). Reflecting the discipline’s 
origins in biological concerns, early researchers saw old age as a period of inevitable physical and mental 
decline. The emphasis on decline in old age grew from an awareness of real physical changes, such as 
diminished short-term memory or vision losses, as well as increased vulnerability to certain diseases like heart 
disease, cancer, and stroke (Schneider, 1983). 

Research flourished at the University of Chicago under the jurisdiction of the Committee on Human 
Development, which sponsored a large study on adjustment to aging among white middle-class men and 
women over 60. The book Personal Adjustment in Old Age, published in 1949, presented the results of that 
study (Cavan et al., 1949). Contrary to expectations, the study suggested that a decline in old age was not 
inevitable. Rather, poor adjustment was correlated with a lack of activity. People who continued to lead active 
and productive lives remained well adjusted in old age. 

The discovery that people who were most active scored highest on measures of life satisfaction led to a 
new quest, namely, to define the boundaries of “normal” aging. During the 1950s, the Committee on Human 
Development sponsored a series of studies designed to identify how people adjusted to normal aging 
processes. The Kansas City Study of Adult Life coupled the emphasis on adjustment with measures of how 
people performed various roles—spouse, parent, worker—as they aged (Cole, 1992). 

Central to these studies was the concept of a social role, which refers to the expectations that accompany a 
given position or status. For example, a person who occupies the position of college professor is expected to 
give lectures, grade exams, and maintain a professional demeanor. A person who occupies the position of 
student is expected to come to class on time, take notes, and study. People in a given position may perform 
the roles that accompany that position well or poorly. 

The study of role performance was first applied to age by Fred Cottrell (1942), who examined how well 
adjusted people were to their age roles and sex roles. The measurement of social role performance later 
became one central focus of the Kansas City Study of Adult Life, which sought to document patterns of 
development from middle age through old age. In the first phase of the project, interviews were conducted 
with 750 residents of Kansas City, Missouri, aged 40 to 70. The results indicated that there was no consistent 
change in either the competence or quality of role performance in middle age (Orbach, 1974). Rather, people 
remained fully engaged in their primary occupations and fully absorbed by familial responsibilities 
(Havighurst, 1957). 

One problem with the Kansas City study was that no one older than 70 was interviewed, so the 
researchers could not say anything about people in their 70s and 80s. To compensate for these flaws, a second 
project was launched. In this study, people aged 40 to 85 were interviewed yearly to analyze how they changed 
as they aged. Several measures of personality traits were used, and one key result showed that people became 
more disengaged as they grew old. This change was called an “interiorization” of ego functions (Neugarten, 
1964). Interiorization meant a withdrawal from involvement in worldly affairs, a decrease in energy, and a 
decrease in impulse control (Neugarten, 1987). These conclusions formed the basis of disengagement theory. 


Micro THEORIES OF AGING 
Psychosocial Theories 


Disengagement theory Disengagement theory was the first formal theory of aging. It was proposed in 1961 by 
two prominent University of 
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Chicago researchers, Elaine Cumming and William Henry, who outlined their classic theory in their book 
Growing Old: The Process of Disengagement. Criticizing what they called the “implicit theory” that people can 
be well adjusted, satisfied, and happy in old age only if they remain active and involved, Cumming and Henry 
(1961) argued that normal aging involves a natural and inevitable mutual withdrawal or disengagement, 
“resulting in decreasing interaction between an aging person and others in the social system he belongs to” (p. 
14). Because of the inevitability of death, the society and the individual mutually sever their ties in advance so 


68 


that the death of the individual will not be disruptive to the social system. Either the society or the individual 
may initiate the disengagement, but once the process is initiated it becomes circular. Lessening social 
interaction leads to a weakening of the norms of behavior regarding interaction. 

A readiness for disengagement occurs when “the individual becomes sharply aware of the shortness of life 
and the scarcity of time remaining to him, and if he perceives his life space as decreasing” (Cumming and 
Henry, 1961:215). The individual wants to disengage and does so by reducing the number of roles he or she 
plays and weakening the intensity of those that remain. Society also offers the individual “permission” to 
withdraw. When death occurs, both society and the individual are prepared. The process is irreversible, 
universal, and inevitable. 

Most controversial about disengagement theory was the idea that disengagement was universal, meaning it 
happens everywhere and in all historical eras; that it was inevitable, meaning it must happen sometime to 
everyone; and that it was inzrinsic, caused by biological factors rather than social factors. Forty years later 
Cummings’s (2000) response to some of the criticisms of disengagement theory was published in a book of 
classic readings in social gerontology. In this article, Cumming acknowledged that the theory did not take into 
account widowhood, delayed retirement or the scourge of illness and disability in old age, events that can 
profoundly alter the way individuals relate to society as they age. She also recognized that the earlier version of 
disengagement theory did not fully consider how differences in personality and temperament might affect 
whether an individual remains active or withdraws from society. In her response Cumming developed an 
explanation emphasizing how differences in temperament might affect whether an individual disengages. 

Overall, research indicates that people grow old in many different ways. Culture, social conditions, and 
personality all contribute to variations in aging. Instead of defining disengagement as a theory of optimal 
aging, it is more useful to think of it as a process that sometimes, but not inevitably, occurs. 


Activity theory The quest for normal aging continued when Robert Havighurst formalized activity theory, 
what Cumming and Henry had called the “implicit” theory of aging. Havighurst, one of the collaborators on 
the Kansas City Study of Adult Life, argued that the psychological and social needs of the elderly were no 
different from those of the middle-aged and that it was neither normal nor natural for older people to become 
isolated and withdrawn. When they do, it is often due to events beyond their control, such as poor health or 
the loss of close relatives. The person who aged optimally managed to stay active and resist the shrinkage of 
his or her social world. That meant maintaining the activities of middle age for as long as possible and then 
finding substitutes for those that had to be relinquished—substitutes for work, for friends, and for loved ones 
who died (Havighurst et al., 1968). Successful aging was active aging. 

Once activity theory was advanced as an alternative theory of optimal aging, numerous studies were 
conducted comparing it with disengagement theory. Many studies of volunteering confirm the basic premise 
of activity theory. Volunteering not only helps the people who receive the services provided by volunteers; it 
also helps the volunteers themselves. Volunteers gain social approval from others, which in turn improves their 
self-esteem. They have fewer symptoms of anxiety and higher levels of life satisfaction compared with 
nonvolunteers. People who combine paid work with volunteering have even better mental health (Hao, 2008). 

Numerous studies of depression among the elderly also support the basic premises of activity 
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theory. Older people who are engaged in productive activities and have social networks are less likely to be 
depressed than those who are not engaged (Lennartsson and Silverstein, 2001). In fact, this relationship is so 
well established that researchers now investigate which aspects of social activity influence depression. What 
they have discovered is that it is not participation in activities per se that enhances well-being but rather the 
socializing that accompanies engagement in an activity (Utz et al., 2002). This research suggests that what 
matters most is having intimate relations with a network of close friends and relatives. 

Social gerontologists no longer view the withdrawal of older people from social roles and social interaction 
as normal aging. Yet some older people do disengage. The question researchers now ask is, Who withdraws 
and why? 

One answer is that disengagement is associated with changes that make it difficult for people to remain 
active. Widowhood, poor health, and retirement are all correlated with disengagement and are better 
predictors of activity level than age (Bengtson et al., 2005). Poverty can create isolation and lead to 
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involuntary disengagement. Those who are unmarried and childless are especially vulnerable (M. Ball and 
Whittington, 1995). Mental deterioration associated with Alzheimer’s disease can also lead to disengagement. 
Those at greatest risk of becoming isolated are the oldest-old, people 85 or older. They have fewer social 
contacts and fewer social supports than younger people (Antonucci and Akiyama, 1987). Many have lost a 
spouse or siblings, and some have lost at least one child (Johnson and Barer, 1992). 

Despite such potential obstacles to remaining socially active, one study of 150 of the oldest-old found that 
about half remained engaged (Johnson and Barer, 1992). Those who did were more likely to be married and 
to have a child living nearby. They also tended to be in better health and more physically fit than those who 
were disengaged. 

By contrast, the disengaged had narrowed their social worlds, both physically and psychologically. Physical 
disengagement involved simplifying one’s social networks, seeing fewer people, and participating in fewer 
activities. Often the cause of disengagement was physical disability. Psychological disengagement meant 
distancing oneself from the concerns of others, becoming more introverted, and shifting one’s time orientation 
from the future to the present. 

Abandoning the idea of disengagement as a universal and inevitable process has allowed social 
gerontologists to recognize that aspects of disengagement theory can be useful in helping explain the social 
and mental lives of some older people. Disengagement is especially common among residents of nursing 
homes. One study found that over half of nursing home residents participated in activities only occasionally or 
never (Resnick et al., 1997). Some of the disengagement among nursing home residents may be a result of 
hearing and vision impairments that make communication with others difficult. Depression, a common 
problem in nursing homes, may also cause elderly nursing home residents to withdraw from interaction 
(Gilbert and Hirdes, 2000). Moreover, despite many criticisms, the disengagement/activity theory debate has 
left a legacy of enduring interest among social gerontologists in measuring morale or life satisfaction. 

Table 3-1 shows a typical life satisfaction scale. Interestingly, even though aging is often associated with 
multiple losses and a decline in physical health, satisfaction with life among older people remains high, even in 
advanced old age. The finding that people remain relatively happy in old age has been called the paradox of 
well-being (Gana et al., 2013). What contributes to high life satisfaction in old age? One study found that for 
men being satisfied with their life partners and feeling financially secure were most important. Women also 
stressed partner relationships but had a wider range of factors that affected their life satisfaction, including 
relationships with their children, sexuality, work situations, and their ability to contribute to the welfare of 


others (Schafer et al., 2013). 


Table 3-1 A Life Satisfaction Scale 
Agree Disagree Not Sure 
1. As I grow older, things seem better than I thought they would be. 1 2 3 
2. I have gotten more of the breaks in life than most of the people I know. 1 2 3 
3. This is the dreariest time of my life. 1 2 3 
4. I am just as happy as when I was younger. 1 2 3 
5. These are the best years of my life. 1 2 3 
6. Most of the things I do are boring and monotonous. 1 2 3 
7. The things I do are as interesting to me as they ever were. 1 2 3 
8. As I look back on my life, I am fairly well satisfied. 1 2 3 
9. I have made plans for things I'll be doing a month or a year from now. 1 2 3 
10. When I think back over my life, I didn’t get most of the important things I wanted. 1 2 3 
11. Compared with other people, I get down in the dumps too often. 1 2 3 
12. I’ve gotten pretty much what I expected out of life. 1 2 3 
13. In spite of what some people say, the lot of the average man is getting worse, not better. 1 2 3 
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Source: Longino and Kart (1982). 


Although life satisfaction measures have been criticized for measuring only a temporary state of mind 
rather than a persistent trait or for being biased toward a negative view of the world, social gerontologists 
remain interested in how various life transitions, such as leaving work or becoming 
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widowed, affect happiness and morale. They are also interested in what sustains people through these 
transitions. One topic that has been the subject of numerous studies is the relationship between religion and 
the well-being of the aged. See “Diversity in the Aging Experience” for a discussion of what researchers have 
discovered about this topic. 


Continuity theory Continuity theory represents a more formal elaboration of activity theory, using a life 
course perspective to define normal aging and to distinguish it from pathological aging. First proposed by 
Robert Atchley, continuity theory draws heavily from the basic dichotomy of internal and external aging 
processes described in the Kansas City studies. Internal continuity for Atchley (1989) refers to “a remembered 
inner structure, such as the persistence of a psychic structure of ideas, temperament, affect, experiences, 
preferences, dispositions, and skills” (p. 184). External continuity is connected to past role performance and 
can be observed in the continuity in skills, activities, environments, roles, and relationships between middle 
age and old age. 

Continuity theory emphasizes that personality plays a major role in adjustment to aging and that adult 
development is a continuous process. By the time people reach middle age, they have built a life structure that 
is linked to their past and that becomes the base on which they build their future. Continuity is an adaptive 
strategy for successful aging. Continuity of personality means that changes can be incorporated that still 
preserve the unique characteristics of the individual. Continuity of activities allows people to prevent, offset, or 
minimize the effects of aging. Continuity of relationships preserves an individual’s social support system. 

The most controversial element of continuity theory is its definition of normal aging. Normal 
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aging, according to Atchley (1989), refers to “usual, commonly encountered patterns of human aging.... It 
can be distinguished from pathological aging by a lack of physical or mental disease” (pp. 183-84). People 
who age normally can successfully meet their needs for income, housing, health care, nutrition, and so forth. 
Pathological aging occurs in people who are unable to meet their needs because they are poor or disabled. 

The distinction between pathological aging and normal aging has been criticized by Gay Becker (1993), 
who argued that chronic illness is common in old age and that having a chronic illness “does not preclude the 
ability to participate in society or in personally and socially meaningful experiences” (p. 149). In her research 
on male and female stroke victims, Becker found that a serious illness “throws the known self into disarray” (p. 
151). Despite the fact that the lives of her subjects were profoundly disrupted by the stroke, many became 
absorbed in the task of integrating this disruption into their lives. In the process, “a continuous self emerged” 
(p. 153). In Becker’s view it is unnecessary to use a term like pathological aging. Rather it is more fruitful and 
accurate to ask, “What mechanisms do people use to create continuity in the face of disruption?” (p. 157). 

Other criticisms of continuity theory have come from feminist theorists (discussed later in the chapter). 
Feminist theorists contend that because continuity theory defines normal aging around a male model, it turns 
forms of inequality such as high rates of poverty among older women into indicators of individual pathology. 
A more accurate depiction would recognize income inequality as a flaw in the social structure (Calasanti, 
2009). 

Although there are few studies that have formally tested continuity theory, its core premises are similar to 
some of the theoretical assumptions that inform research on the life course, a subject we explored in Chapter 


2. 


The Individual and the Social System 


The theories discussed in the preceding section were primarily concerned with explaining personal adjustment 
in old age and in examining the causes of disengagement. The subject of interest was the individual, and the 
focus psychosocial, although sociological factors may have been used to explain variations in outcomes. In this 
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section, we discuss theories that emphasize the relationship between the individual and the social system. 


Subculture theory Subculture theory shared several traits with activity theory and disengagement theory—a 
conviction that people lost status in old age, a focus on role changes in later life, and a belief that activity 
enhanced the lives of the elderly. It differed in that it built on a sociological theory of subcultural 
development. 

Subcultures develop under two sets of circumstances. When people share similar interests, problems, and 
concerns or have long-standing friendships, they may form a subculture. For example, artists have a common 
language that identifies styles or approaches that may be unfamiliar to outsiders, and a system of ranking 
based on the prestige of the art show where one’s work is exhibited or on membership in certain artists’ 
societies. Subcultures may also develop when groups of people are excluded from full participation in the 
wider society. African Americans represent an example of a group that has created a separate subculture in 
response to its exclusion from the broader society. 

The social gerontologist Arnold Rose applied subculture theory to the study of aging. Rose argued that 
older people were subject to both conditions. They have a positive affinity for one another based partly on 
their physical limitations and thus their common interest “in a physically easy and calm existence.” They also 
share “common role changes and ... common generational experiences in a rapidly changing society” (Rose, 
1964:47). Older people are also drawn together because they are excluded by younger people, who tend to 
evaluate others based on factors such as occupational status or ability in sports. Rose noted that the signs of 
prestige that accompany old age in many cultures were lacking in the U.S., where aging means diminished 
status. Thus, because the elderly are isolated from young people and share common experiences with other 
older people, they are likely to form a subculture. Within the subculture of the elderly, high status is conferred 
on those who have good physical and mental health. As Rose (1964) noted, “Good health is sufficiently rare, 
and becoming rarer with advancing age ... that old people ... exhibit a special admiration for those who 
remain healthy” (p. 49). High status is also conferred on those who play leadership roles in organizations of 
the aged. 
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RELIGION AND PERSONAL WELL-BEING 


an religious faith enhance well-being in later life? Most research suggests that the answer to this 


question is yes. Religious involvement appears to improve health and reduce disability, increase self-esteem, 
reduce symptoms of depression, and enhance life satisfaction (Levin and Taylor, 1997; McFadden, 1996). 
One study of Mexican Americans aged 65 to 80 found that those who frequently attended religious services 
had higher life satisfaction and lower levels of depression than those who did not (Levin, Markides, and 
Ray, 1996). A recent study of older white and African American adults also found that people who derived 
a sense of meaning in life from religion had higher self-esteem and life satisfaction and greater sense of 
optimism than people who are not particularly religious (Krause, 2003). 

Religion can support the aged in many ways. Participation in a religious community provides members 
with a framework for deriving meaning from their experiences, as well as an opportunity to interact with 
those who share similar values, attitudes, and beliefs. People also receive spiritual support from religion in 
the form of pastoral care, participation in organized worship and service to others, and prayer. Prayer may 
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be especially important in helping the aged to adjust to chronic health problems and to face impending 
death (McFadden, 1996). One study of middle-aged and older Americans found that personal prayer 
helped them to cope with the stress of having cardiac surgery (Ai et al., 2002). 

Most research suggests that religious faith does sustain older people through role transitions, the 
departure of their children from the home, the loss of a spouse or other close relative, and declining health. 


What Do You Think? 


1. Among your family and friends, do those who are religious seem to have a greater sense of well-being 
than those who are not? Give some examples. 
2. How can those who care for the aging use the results of research on religion and well-being to improve 


people’s health? 
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Although it is true that older people experience common role changes, the idea that the aged form a single 
subculture has now been discounted. Older people are much more likely to form affiliations on the basis of 
family ties, racial and ethnic identity, social class, or religious affiliation than on age. Still, the concept of a 
subculture is useful for understanding the lifestyles of people in age-segregated communities, such as 
retirement homes, apartment complexes, or nursing homes. For example, in her fascinating participant 
observation study of 43 older people who lived in Merrill Court, a small apartment building in San Francisco, 
Arlie Hochschild (1978) found “an unexpected community that involved a subculture with its own customs, 
gossip and humor” (p. xiv). Hochschild’s research confirmed Rose’s hypothesis that health and good fortune 
were a basis for ranking. The widows of Merrill Court created an informal status hierarchy called the “poor 
dear” system. Those who had lost the fewest loved ones through death, were in good health, and were closest 
to their children won honor. Those who fell short on these criteria were poor dears, at the bottom of the 
status hierarchy. Hochschild concluded, “Together the old can establish new and different boundaries” (p. 73). 

Subculture theory disappeared from the research agenda until recently. Now as older people have 
increasingly become involved in interest groups, questions have again arisen about their group identity. Yet as 
Chapter 16 makes clear, the issue today is not whether older people are excluded from society but whether 
they exert an undue influence on politics. 


Exchange theory Exchange theory is similar to the psychosocial theories previously discussed in its interest in 
explaining why some older people withdraw from social interaction. Social exchange theory suggests that 
personal relationships feel most satisfying when both participants are perceived as contributing equally to the 
relationship (Adams-Price and Morse, 2009). 
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A central premise of exchange theory is that resources are often unequal and that actors will continue to 
engage in exchanges only as long as the benefits are greater than the costs (Bengtson et al., 1997). 

One problem with exchange theory is that it ignores the value of nonrational resources, such as love and 
companionship, which often even out what seems to be an unequal exchange (Passuth and Bengtson, 1988). 
Another problem is that exchange theory overlooks that exchanges between generations take place over the 
life course. In other words, your parents care for you as a child and then you, in turn, reciprocate by caring for 
your parents when they grow old. To clarify this issue, Bould, Sanborn, and Reif (1989) made a distinction 
between immediate exchange strategies and deferred exchange strategies. Immediate exchange strategies may 
occur between friends and neighbors. For example, your neighbor mows your lawn and you take your 
neighbor grocery shopping. A deferred exchange strategy recognizes the importance of strong ties built up 
over time. Long-term close relationships with family and friends represent a lifetime of “credit” that is stored 
up against the more burdensome needs that accompany old age. For example, one participant in a study of 
family caregivers, Vincent had been caring for his mother who had been bedridden for five years following a 
stroke. A Vietnam veteran, Vincent worked full-time and took care of his mother before and after work. In 
explaining his dedication to his mother, he referred to a deferred exchange perspective: “Because they brought 
me into this world, and my mom would do the same thing for me if I came back from overseas shot up or no 
legs or, you know, something God forbid that would a happened. But I felt I owed it to her” (Levitsky, 
2014:98). The concept of family reciprocity is also clearly stated by two elderly Chinese men in the “In Their 
Own Words” feature. People redefine the costs and rewards of relationships over a lifetime, and those with 
strong ties store up social credits that protect them in old age, regardless of their present resources. 
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In Their Own Words 


© McGraw-Hill Education/Andrew Resek 


Reciprocity within Families 


So I really think family is there for one another. It’s, you know, you look after them, they look after you.... 


I need help, come help me. Yeah, I mean they don’t know what you need. So if I have something, I 
probably tell them. I’m sure they will come and help me. 

You know, the Chinese philosophy is you raise a kid like insurance, you know for old age. Well, because 
in China it’s different, there is no social security, you know when you get old.... So I really think family is 
there for each other, for one another, it’s, you know, you look after them, they look after you if they need 
help—take care of them. I need help, come help me. 


Source: Abramson (2015:111-113). 
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Not all social exchanges are positive. Think about your interactions with your family members and friends. 
Are they always helpful and encouraging? Probably not. So it’s not surprising that negative exchanges also 
occur within social support systems, and they most often take place within families and close friendships. 
Negative exchanges may involve hearing critical comments, feeling let down by others, or being excluded from 
social activities. Several studies have found that negative exchanges can have an adverse effect on health and 
increase the risk of disease and disability (Rook, 2014). 


Social Constructionism 


A long-standing sociological tradition places individual intentions, motivations, and actions at the center of 
social theory. Social action in this tradition refers to “all human behavior when and insofar as the acting 
individual attaches a subjective meaning to it” (Weber, 1946:88). Contemporary versions of theories that view 
human beings as active creators of their own social reality are termed social constructionist theories. 
Proponents of social constructionism view humans as active agents who create the society in which they 
live. Social constructionists are concerned with the individual’s process of interpreting his or her experiences. 
They study how social meanings of age and self-conceptions of age arise through negotiation and 


discourse. As Gubrium and Buckholdt (1977) 
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explained, the focus is on human development in which “the meaning of age is presented and negotiated 
from moment to moment as people participate in sometimes elusive but serious conversation” (p. viii). 
Consider the following example. 

Alzheimer’s is a unique disease in the sense that it can proceed with no clinical markers of organic 
damage. People with Alzheimer’s exhibit a variety of behaviors so diverse as to defy classification. Gubrium 
and Lynott (1983) conducted participant observation research at support groups for caregivers of patients with 
Alzheimer’s disease. They described the support group as a way to transform “the disease’s private troubles 
into public understanding” (p. 350). For example, Harold, a member of the support group, was distraught 
when his wife, Cynthia, an Alzheimer’s victim, accused him of hiding her wedding ring. Yet when the group 
convinced him that this type of behavior was a typical symptom of the disease, he reinterpreted Cynthia’s 
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behavior as being part of Alzheimer’s natural progression, rather than continuing to view it as annoying and 
frightening. As Gubrium and Lynott noted, “each personal elaboration concretized the category used to unify 
diverse experiences” (p. 367). 

The strength of the social constructionist approach is that it reminds the researcher that older people are 
not passive objects but active subjects who participate in the construction of their social worlds. Yet its 
emphasis on microsocial processes often neglects the structural features of social life that are imposed by 
external forces (Passuth and Bengtson, 1988). 


Macro THEORIES OF AGING 


The psychosocial theories of aging sought to explain individual patterns of behavior in later life and individual 
adjustment to the aging process. Subculture theory and exchange theory provided a bridge to macro theories 
of aging; the emphasis turned from interpersonal processes to questions regarding the status of the aged. The 
interest in broader structural factors also reflected changing political and economic conditions. 


Age and Social Status 


Modernization theory The optimism that characterized the U.S. in the post-World War II era was shared by 
social scientists, who believed that if other nations would only follow the American example, they, too, could 
achieve prosperity and economic growth. This worldview was encapsulated in modernization theory. 
Modernization theorists argued that nations could be placed on a continuum ranging from least developed to 
most developed, according to such indicators as level of industrialization or degree of urbanization. Those 
exhibiting certain qualities of social structure were termed modern (Neysmith, 1991). 

The core elements from modernization theory were transmitted largely intact to social gerontology as a 
theory of aging. Modern societies not only exhibited certain characteristics such as urbanization and 
industrialization; they also had increased life expectancy and a higher proportion of older people. Social 
gerontologists now sought to understand how the increase in the proportion of older people affected the status 
of the aged. 

The basic premise of modernization theory was that there was once a golden age of aging. The old were 
few in number but held great power and authority in the community and in the family. Three generations— 
grandparents, parents, and grandchildren—usually lived together in extended family households ruled by the 
aged. Older people were valued because they possessed skills and knowledge that they transmitted to younger 
generations. They were also leaders in the community. The position of the aged in society could best be 
summarized by a single word: veneration. 

Then a revolutionary process called modernization shattered this traditional society. As work moved from 
the home to the factory, the number of people who were self-employed declined. The aged lost their 
economic independence and were forced into retirement. Urbanization drew young people from rural areas to 
cities, destroying the extended family household and isolating the elderly. 

Cowgill (1974) outlined exactly how social changes associated with modernization undermined the 
position of older people. Four types of social change—health technology, economic technology, urbanization, 
and mass education—are relevant to Cowgill’s model, depicted in Figure 3-1. 


Figure 3-1 Aging and Modernization. 
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First, modernization is accompanied by advances in health technology, such as sophisticated X-ray 
machines that can recognize cancer in its early stages or blood tests that can identify cholesterol levels. Health 
technology increases life expectancy, mortality rates decline, and population aging occurs. As lives are 
prolonged, older workers compete with younger workers for jobs. Retirement becomes necessary to move the 
elderly out of the labor force. In Cowgil’s view, retirement involves the multiple losses of income, 
psychologically satisfying work, and social status. 

The second factor is modern economic technology, which accelerates the pace of retirement because it 
creates new jobs that older workers lack the training and expertise to handle. Third, Cowgill argued that 
urbanization attracted young people to the cities and destroyed the extended family household. As a result, 
more and more elderly people are found living alone. Finally, the expansion of mass education undermines 
“the mystique of age” because children now know more than their parents. The honorific position older 
people held as keepers of communal knowledge disappears. The new elite become the young. 

Historians were the first to criticize modernization theory by challenging the idea that a golden age of 
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aging ever existed (Laslett, 1976). In retracing household arrangements in previous centuries, historians 
discovered that in most European countries and the U.S., people rarely lived in extended families with three 
generations sharing one roof. Indeed, older people were no more likely in the past to be living in their 
children’s home than they are today. When multiple generations did live together, it was usually because 
grown children could not survive on their own and so moved in with their parents. Nor was retirement a 
twentieth-century creation. It existed long before industrialization, even in very rural areas. In the past, people 
retired when they had the resources, either land or wealth, to do so. Those without sufficient wealth worked 
until death. Wealthy older people were also revered, but the aged poor were never held in high esteem 
(Quadagno, 1982). 
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Modernization theorists borrowed the idea of a golden age of aging from traditional non-Western 
cultures, where the elderly are often accorded great respect and esteem. “Aging Around the World” describes 
cultures in which the aged are truly venerated. 

As social gerontologists began to abandon modernization theory as a way to explain the status of the aged, 
a new framework termed age stratification theory emerged. Age stratification theory shared with 
modernization theory a concern for the status of the aged. However, it originated not from population aging 
but from sociological research on status attainment. 


Age stratification theory Age stratification theory is one of the most influential and enduring gerontological 
theories (Riley, 1971). In her memoir, Matilda White Riley, the pioneer of age stratification theory, mused on 
the debates that dominated social gerontology in the 1960s: 


We were sorely puzzled by then-rampant controversies and paradoxes in research on age: the inconsistent relationship 
between modernization and the status of the elderly; ... the retirement debate which pitted “disengagement” against 

“activity,” and above all, the wide-spread but false assumption that aging is an exclusively biological process, and that 
physiological and cognitive declines with advancing age are inevitable and irreversible. A critical social science review 


of the literature was clearly needed. (Riley and Riley, 1994:217) 
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The elderly are venerated in China. 
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To analyze the relationship between age and social structure, Riley (1971) devised a new conceptual 
framework that she called age stratification theory. Age stratification theory has its origin in status attainment 
research, which like modernization theory, originated in the postwar optimism generated by prosperity and 
economic growth. The underlying image of society in the status attainment literature was that affluent, 
postwar America was becoming classless as more people were incorporated into an expanding middle layer. As 
a result of the growth of industry, the spread of egalitarian norms, mass education, urbanization, 
bureaucratization, and professionalization, economic and political inequality was declining, and social mobility 
between classes was increasing. The income scale was becoming compressed at both ends of the hierarchy— 
there were fewer rich and fewer poor (Knottnerus, 1987). Now researchers needed to determine how 
important ascribed characteristics—one’s family of birth, gender, or race, for instance—were compared with 
achieved characteristics such as education. Status attainment theorists believed that the U.S. had a fluid class 
structure, so all Americans had virtually unlimited opportunities for upward mobility. The agenda for research 
was to determine the factors that influenced social mobility (Blau and Duncan, 1967). 


vi 
N 


78 


© M. Llorden/Getty 


Images 


VENERATION OF THE AGED IN TRADITIONAL SOCIETY 


n non-Western traditional cultures, the elderly are often accorded great respect and esteem. Among the 


Kirghiz, for example, a small community of 2,000 people who live in the high valleys of Afghanistan, the 
household head, called sey bashi, is the most senior male or, in the absence of a male, the most senior 
female. The oer bashi exercises complete authority over the household and represents its social relations with 
the community (Shahrani, 1981). 

Traditional Chinese culture also places a high value on old age. The veneration of the old is linked to 
Confucian values emphasizing that the parent should treat the child with zi, or nurturance, and the child 
should treat the parent with xiao, meaning filial piety or absolute obedience. To be xiao means showing 
one’s parents respect at all times, performing acts of ancestor worship when they die, and generating 
grandsons to carry on the family name. Xiao extends beyond respect for one’s own parents to include 
deference to all elderly people. It is accompanied by many symbolic and conventional gestures such as 
speaking politely, deferring in conversation to those older than oneself, and never ridiculing or insulting the 
aged. It would be a shameful breach of xiao to neglect the needs for clothing, food, or medical care of the 
elderly or to put them in a nursing home. Although women always have lower status than men, the position 
of a woman in Chinese culture improves as she ages, and a few old women become genuinely powerful 
(Amoss and Harrell, 1981). 

The question asked by modernization theorists is whether practices common in these traditional non- 
Western cultures were ever found in Western societies in the pre-industrial past and, if so, whether 
modernization and industrialization destroyed the tradition of veneration for the elderly. The answer is that 
modernization theory vastly oversimplifies the status of older people in the past. 


What Do You Think? 


1. Do you think older people receive sufficient respect in the U.S. today? 


2. Do the older members of your family receive special privileges? 
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Implicit in the status attainment research was a life course perspective, since social mobility occurred 
across generations. Nearly all of these studies defined social mobility in terms of the transmission of 
occupational status among men. The focus was on the degree to which an individual’s social standing was 
associated with the characteristics of his family of origin (Sewell and Hauser, 1975). 

Age stratification theory began with the underlying proposition that all societies group people into social 
categories. These groupings provide people with social identities. Age is one principle of ranking, along with 
wealth, gender, and race. Researchers sought to determine how people moved through the age structure. 

The central concept used to examine this issue was that of an age cohort, which refers to a group of people 
who are born at the same time and thus share similar life experiences. Aging processes reflect the interplay 
between two dynamics, as illustrated in Figure 3-2. The first is the changing life course pattern of people in 
different cohorts; the second, the changing social structures in which these aging processes are experienced. 
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People who are now in their 90s, for example, came of age during the Great Depression (cohort B). Many 
served in World War II. Few women of that generation worked outside the home, especially when their 
children were young, and most men expected to work until they were at least 65. 


Figure 3-2 Processes Underlying Age Strata. 
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Their children, the baby boom generation, grew up during the 1950s and 1960s (cohort C). They share 
different experiences and expectations. The majority of women of this age group, even those with young 
children, are in the labor force. Fewer men are veterans. Each cohort’s experience of moving through life’s 
major transitions will differ enormously, because each cohort has been indelibly imprinted by deep historical 
change. The old age of the baby boomers will only faintly resemble the old age of the Depression generation. 

Age stratification theory sets an agenda for research based on four questions: 


How does an individual’s location in the changing age structure influence his or her behavior and attitudes? 
L How do individuals relate to one another within and between age strata? Is there an inevitable gap between 
generations? 
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3. How do individuals pass through key transitions from infancy to childhood to adolescence to adulthood to 
old age? 
L What is the impact of the answers to those three questions on the society as a whole? 


A large body of research has examined cohort differences in life course experiences. Some studies have 
analyzed the marked differences between cohorts in education, work history, standard of living, and life 
expectancy; others considered differences in attitudes and cultural tastes. 

One of the more interesting issues is how changes that affect one life transition create a ripple effect in 
other arenas. For example, compared with women born a century ago, women today begin to menstruate at an 
earlier age and experience menopause later. Despite the lengthening of the period of fertility, recent cohorts of 
women spend fewer years in childbearing than their ancestors. They have fewer children than their 
grandmothers, and they space them more closely together (Riley, 1971). One outcome is that women today 
have greater choice in planning childbearing. The choice of having children young, at 22 or 23, instead of 
later, say at 35, shapes the rest of the individual’s life course. Such life course events as career trajectory, age of 
grandparenting, timing of retirement, and ability to provide care for aging parents all are affected by the 
timing of childbearing. Biological change has immense repercussions across many aspects of the life course, 
but its effect depends on a variety of social influences. 
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Even though Riley’s original model included both individual life course rhythms and large-scale structural 
change as components of age stratification, most research derived from this model has ignored the latter 
emphasis. This is partly because the concept of social structure is broad and includes many possible 
definitions. Another problem with age stratification theory is that it ignores other bases of social stratification 
such as social class, gender, and race that create inequality within age cohorts (Dannefer et al., 2005). 

The age-structured organization of status and roles has also been useful in understanding changes in 
mental health over the life course. Many studies find that the relationship between age and depressive 
symptoms is characterized by a U-shaped curve. Depression falls steeply during early adulthood, levels off at 
its lowest point in midlife, and climbs again in old age. Early adulthood is when people assume major role 
commitments, usually in their late 20s. In this life stage, people experience gains in status and roles, as they 
begin their careers, marry and start to accumulate assets. All these experiences are associated with positive 
mental health benefits. This period is followed by midlife beginning around age 40. In this life stage, the 
stability of marital and employment roles and the social and economic status they confer results in optimal 
mental health. Finally the later stage of life is marked by role exits that may include involuntary retirement 
and widowhood, a decline in physical function and a decreased sense of control. The result is an increase in 
depressive symptoms, at least for some older people. Clarke et al. (2011) find that the risk of depression is 
greatest among those who are widowed or divorced and those who have lost their jobs. They also find cohort 
differences in the risk of depression in old age with education having a positive influence on mental health. 


Age integration theory Age integration theory draws on a core premise of age stratification theory, the idea 
that society is stratified on the basis of age. Age stratification can create age-segregated institutions, in which 
age acts as a barrier to entrance, exit, or participation. But society also has age-integrated institutions, which 
are characterized by an absence of age-related criteria (Uhlenberg, 2000:261). 

Most people are involved in both age-segregated and age-integrated institutions. Think about whom you 
see on a typical day. As a student, you attend classes that are largely age-segregated. If you live in a dormitory, 
most of the people around you are probably about the same age as you. Schools, sports teams, and nursing 
homes are just a few examples of institutions that consist primarily of people in a single age group. By 
contrast, workplaces usually include people from many age groups. Families are the most age-integrated 
institutions of all. Attend any family event and you will be likely to see people 
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of all ages, from a newborn baby to an elderly grandparent. 

In practice, there is no such thing as a completely age-segregated society. A totally age-integrated society 
is equally unlikely. Some societies are more age-integrated than others, and within any given society, the 
degree of age integration may vary over time. 

The concept of age integration applies not just to social institutions but also to periods in the life course. 
In an age-segregated life course, education is reserved for young people, work for people in their middle years, 
and leisure for the retired. In an age-integrated life course, people of all ages have an opportunity to pursue 
education, work, and leisure. Figure 3-3 illustrates the difference between an age-segregated and an age- 
integrated life course. When outdated social structures prevent people of certain ages from participating fully 
in society, the society is said to suffer from structural lag. “An Issue for Public Policy” discusses how structural 
lag can prevent communities from being aging-friendly. 


Naar An Age-Segregated versus an Age-Integrated Life Course. 
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Source: Riley and Riley (2000:267). 
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None of these theories can explain why people within age cohorts age so differently. As a result, social 
gerontologists have become interested in the underpinnings of power differences. 


Theories of Power and Inequality 


The 1970s witnessed the birth of a new generation of theories for social gerontology. What distinguished 
these theories from those that preceded them was a concern for the way differences in access to power 
influenced the life chances of older people and how such constraints create inequality in the aging experience. 


Political economy theories The political economy perspective is not so much a formal theory as it is a 
framework for examining the larger social context of problems associated with old age (Passuth and Bengtson, 
1988). Political economy theories highlight the structural influences on aging and emphasize the relevance of 
social struggles embedded in power relationships for understanding how the aged are defined and treated 
(Estes et al., 1996). This focus is distinct from psychologically oriented theories, which view aging as a process 
of adjustment to changes in physical health and social roles. The political economy approach understands the 
nature of old age to be socially constructed and to be created through power struggles. 

Proponents of the political economy approach share with modernization theorists an interest in explaining 
the status of the aged. They differ in emphasizing how, in a capitalist economy, political and economic forces 
distribute societal resources in ways that maintain or increase inequality on the basis of class, race, or gender. 
As Estes (1991) explained, “the political economy of aging offers a theoretical and empirical perspective on 
the socioeconomic determinants of the experience of aging and old age and on the policy interventions that 
emerge in the context of capitalist society” (p. 19). The challenge for social gerontology is not simply to 
understand how people interpret their private troubles but rather to consider also how these private troubles 
become public issues generating societal responses (Estes et al., 1984). 

A core supposition of the political economy approach is that public policies for income, health, 
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long-term care, and social services are an outcome of the social struggles and dominant power relations of 
the era. Sometimes social programs that appear to benefit the people in reality benefit business interests more, 
an outcome that occurs because business interests often exert undue influence in shaping the policy agenda. 


82 


© Photodisc/PunchStock 
RF 


STRUCTURAL LAG AND AGE-FRIENDLY COMMUNITIES 


s the population of the U.S. grows older, every community will need to adjust its policies to make it 


possible for the elderly to live independently as long as possible. An aging-friendly community has three 
characteristics. First, it is designed so that old age does not prevent individuals from pursuing meaningful 
interests and activities. Second, it must have accommodations that meet the basic needs of people who have 
disabling conditions that are common in old age. Third, there need to be opportunities for the aged to find 
new ways to lead fulfilling lives when they are no longer able to do activities that they enjoyed in the past. 
Many communities are not age-friendly because of practices created when population aging was not a 
significant social issue. One good example would be zoning regulations. Originally developed as public 
health measures to reduce unsanitary conditions in cities, these regulations often partition communities into 
separate residential and commercial areas. Now zoning rules can make it nearly impossible for older people 
who no longer are able to drive to buy groceries or go to the doctor on their own. Another example is 
policies in many communities that prohibit the use of electric wheelchairs or golf carts on city streets. 
Although these rules are supposed to make roads safer, they deny older people access to simple means of 
transportation. These age-unfriendly policies are a perfect example of structural lag (Lehning et al., 2007). 


What Do You Think? 


1. Is your home town age-friendly? 


2. Do you think age-friendly policies are a good idea or unsafe? 


The quality of care for the frail elderly is a good example of how the political economy approach can be 
used to explain a social problem. While nearly all older people have basic health insurance through Medicare, 
most have no way to pay for long-term care. Every proposal for a national long-term-care program has been 
defeated by business organizations that oppose any tax increases that might be required to pay for such a 
program (L. Olson, 2003). As a result, many very frail elderly people receive only minimal care in poorly run 
nursing homes (a subject we discuss in greater detail in Chapter 12). 
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A problem with the political economy framework is that older people clearly benefit from many social 
programs. Social Security has provided a stable source of income for nearly all retired people, and its 
provisions for automatic cost-of-living increases guarantee that inflation will not erode the value of those 
benefits. The Older Americans Act provides funds for nutrition sites, meals-on-wheels, and many other 
programs that improve the quality of life for the elderly. Thus, the issue is not so much whether social welfare 
programs provide support for the elderly—they do—but rather to determine how and why support is 
distributed unequally. In Chapter 15, we examine how government policies that purportedly benefit the 
elderly also contribute to inequality for women and minorities. 

The political economy approach has shifted the focus of gerontological research from the individual’s 
ability to adapt to aging to broader social processes that determine how resources are distributed. In this sense, 
it responds to concerns that age stratification theory ignores power relations. Yet in abandoning questions 
about life satisfaction and morale, political economy theorists often ignore entirely individual actors and their 
motivations, perceptions, and activities. For these reasons, it has been criticized for being too negative and for 


viewing older people as too passive (A. Walker, 2006). 
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Because men experience higher death rates than women at all stages of the life course, there are more older women 
than men. 
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Feminist theories Feminist theories of aging are less a formal body of theory than an approach that reflects a 
commitment to use theory in certain ways. The central purpose of feminist theory is to illuminate the 
gendered nature of society. A theory can be classified as feminist if gender relations are the main subject 
matter, if notions of 
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masculinity and femininity are seen as socially constructed, and if emphasis is placed on the different ways 
aging is experienced by men and women. 

Feminist theorists contend that the entire life course is gendered, both in terms of informal norms and in 
terms of formal policies. For example, they note that women who have spent time out of the work force 
raising children are not eligible for unemployment insurance if they cannot find a job when they reenter the 
labor force. Raising children does not count as real work. Further, women who work at home caring for 
children do not earn credits for Social Security benefits (Moen, 2013). 

Among the questions feminist theorists ask are the following: Why do women remain more poorly paid 
than men? What effect do women’s familial responsibilities have on their employment? Why are poverty rates 
higher among women than men at all stages of the life course? 

Further, a feminist approach to the study of retirement would not simply describe gender differences in 
the decision to retire or in activities of daily living after retirement. Rather it would ask how women’s unpaid 
labor in the home might reduce their opportunities for full-time paid employment and thus their 
opportunities to accumulate savings for retirement. It would also point out that when women retire from paid 
labor, they still retain primary responsibility for unpaid household work. Thus, women never fully retire. On 
the other hand, because women take primary responsibility for maintaining social ties, they may have larger 
social networks than men and thus enjoy greater social support when they grow old (Calasanti, 2009). 

Adopting a feminist approach to aging does not mean ignoring older men. Rather, feminist theorists note 
that men pay a price for having to live up to societal ideals of masculinity. Men are more likely than women to 
smoke, drink, and drive recklessly. As a result of their tendency to engage in risky behaviors, men experience 
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higher death rates than women at every stage in the life course (Calasanti, 2005). 


Critical Gerontology 


The most recent theoretical approach in the study of aging is termed critical gerontology. Proponents of 
critical gerontology argue that research on aging has often been based on uncritical reliance on images from 
popular culture and from theories that are outdated. Critical gerontology is derived from political economy 
and feminist approaches to aging but expands these perspectives to consider how the forces of globalization 
affect policies and programs for the aged and the daily lives of older people (Baars et al., 2006). In particular, 
this approach emphasizes that aging is no longer a local or national issue but rather affects individuals, 
families, and nations all around the world (Phillipson, 2006). For example, nations now operate in a global 
economy, which has many consequences for retirement security (Phillipson, 2009). Because labor will flow 
toward nations with higher wages, the wealthier, industrialized countries will receive an inflow of poor, 
unskilled workers from developing countries. These tend to be young workers who fill jobs that natives reject 
because they are too menial or low-paying (Bongaarts, 2004). Older workers are often excluded from these 
immigrant streams, however, because they are seen as less productive and are more “at risk” of relying on 
government programs. Immigration policy in much of the world prioritizes spouses and children of 
immigrants over their parents or older relatives, in part for these reasons. Thus, ideas about how the age of 
immigrant workers fit into national and global goals place constraints on the opportunities of older workers 
(McKelvey, 2009). 

Theories of aging, like all scientific theories, have been influenced by broader historical trends. These 
trends have helped to establish the core research agenda and have influenced the method to be used in 
pursuing it. To summarize, we can see that these theories can be broadly characterized as micro or macro, and 
that as we move forward in history, an emphasis on processes over the life course becomes more salient. 

Each set of theories has left behind a legacy of useful information about the aged and about processes of 
aging. In subsequent chapters, we will draw on these theories to help us understand the broader themes 
underlying specific research findings and to identify how they have informed public policy debates. 
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Chapter Resources 


LOOKING BACK 


1. Who were the first students of social gerontology, and what did they hope to learn? Social gerontology 
originated as a distinct field of study during the Depression. Its first practitioners were developmental psychologists 
who had traditionally studied growth and maturation. They viewed the basic task of research as documenting the 
inevitable decline that occurred in old age. Then during the 1940s researchers became interested in “normal” 
processes of aging. The basic premise underlying this research was that growing old meant surrendering the social 
relationships and social roles typical of adulthood: thus, retirement, widowhood, the loss of distant goals and plans, 
and the growing dependence of the elderly on others for support, advice, and management of daily activities. 

2. What theories of aging did early gerontologists propose? Disengagement theory was the first formal theory of 
aging. It was based on the premise that normal aging involved a natural and inevitable withdrawal of the 
individual from society. Life satisfaction was highest among those who successfully disengaged. Subsequent research 

found that some people did disengage but that disengagement was neither universal nor inevitable. 

Activity theory became an explicit theory of aging in response to disengagement theory, but its core premise— 
that successful aging was active aging—was implicit in most prior aging research. Activity theory asserts that 
older people have the same psychological and social needs as younger people and that it is neither normal nor 
natural for people to disengage. 

3. How did later scholars broaden the scope of the study of aging? Scholars broadened the scope of the study of 
aging to include how social forces and large-scale societal processes influenced individual aging processes. For 
example, subculture theorists argued that the aged are likely to form a subculture because they share physical 
limitations and role losses. Another explicitly social theory of aging is age integration theory, which recognizes that 
societies use chronological age as a criterion for entrance, exit, or participation. 
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4. What is the relationship between age and social status, and does it vary from one culture to the next? 
Modernization theory attempts to understand the relationship between age and social status. Its basic premise is 
that older people were revered in the past and in preliterate societies and that their status declines with economic 
development. Yet historical evidence indicates that a “golden age of aging” never existed, while cross-cultural 
evidence suggests there is great variation in how older people are treated in preliterate societies. 

5. Which theories of aging consider how race, gender, and class affect the social status of the aged? Political 
economy theory is concerned with explaining how and why social resources are unequally distributed. A central 

focus of research stemming from the political economy tradition is on how public policies reproduce existing forms of 
inequality. Feminist theory also attempts to illuminate the gendered nature of society. Feminists criticize 
traditional research for creating separate models of aging for men and women, for using “male models” to interpret 
women’s experiences, and for failing to recognize how various social welfare programs reproduce gender inequality. 
Critical gerontology is derived from political economy and feminist approaches to aging. It differs in its emphasis 
on how forces of globalization affect the lives of aging individuals and their families. 

THINKING ABOUT AGING 

1. What is the benefit of having a theory of aging? Do gerontologists really need theories? 

2. What type of professional might find micro theories of aging particularly useful? Who might prefer to use 
macro theories? 

65 

3. What might be the professional drawbacks of depending on a single theory of aging? 

4. Ifyou were an aged person, which theories of aging would you think were most pertinent to your own life 
circumstances? Which theories might you disagree with? 

5. What is the single most useful or important insight you have gained from reading this chapter? 

KEY TERMS 

activity theory 48 

age cohort 59 
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EXPLORING THE INTERNET 


1: 


The American Federation of Aging is dedicated to providing information about current research and 
useful day-to-day knowledge we all need to live healthier, longer lives. Go to the website 
(http://www.afar.org/infoaging/healthy-aging/) and click on the “Healthy Aging” tab. Click on the 


exercise link and then answer the following questions: 


a. What effect does tobacco use have on health among older people? 
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b. What vaccinations are recommended for older people? 
c. What percent of people 65 to 74 have some hearing loss? 
2. Go to the http://www.afar.org/docs/Gauging_Aging.pdf website and answer the following questions: 


a. How do experts views on aging differ from those of the average person? 
b. What are the policy needs of an aging population? 
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I he echo boomers helped create the world of dot.com 


businesses. 


Looking Ahead 


1. How isa population’s age structure related to its stage of economic development? 

2. What is the relative life expectancy of men versus women, and how is it related to the sex ratio? 

3. Inthe U.S., how have fertility, mortality, and migration rates changed over the past century, and what has been the effect 
on the nation’s population? 


4. How has life expectancy in the U.S. changed over the past century, and does it differ from one group to the next? 


eaned on video games, day care, CDs, and hip hop, the echo boomers are the children of the baby 


boomers. They can teach their parents the fine points of surfing the Web and downloading music to an 
iPod, and have no problem accepting women as leaders. Ideally suited to carry the U.S. forward into a 
wired world, the echo boomers are nearly as large a generation as their parents’, the 75 million baby 
boomers born between 1946 and 1964. At 72 million strong, the echo boomers are more racially and 
ethnically diverse than the baby boomers. Only 66 percent of the echo boomers are white, 15 percent are 
African American, and 14 percent are Hispanic. Among baby boomers, 75 percent are white, 11 percent 
are African American, and 9 percent are Hispanic. 

While the echo boomers are now entering the labor force, their parents are entering old age. The 
oldest of the baby boomers are now in their 70s; many have retired over the past few years, creating the 
largest cohort of senior citizens in U.S. history. Each new cohort makes its mark as its size and 
composition changes the nature of the world around it. Cohort size is determined by basic population 
processes—fertility (the number of births), mortality (the number of deaths), and migration (the arrival 
of new members from other countries). These processes are the subject matter of demography; in 
combination they determine a population’s age structure, or the proportion of people in various age 
cohorts. Every birth, every death, every move from one region or country to another reflects the decisions 
people have made, the crises they have faced, the plans and dreams they have for the future. Together, 
these individual decisions and experiences create a population with identifiable characteristics. 
Demographers study these population characteristics to make population projections for the future, to 
determine the effects of public policies, to anticipate policy-related political, economic, and social 
changes, and to expose social problems that might be resolved by informed planning. 
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This chapter begins with a brief description of the sources of demographic data. A discussion of the 
process of population aging—a gradual increase in the proportion of older people to younger people—follows. 
We pay particular attention to the phenomenon of the demographic transition, illustrated by international 
trends in age structure. On an individual level, we define two basic measures of individual aging: life span and 
life expectancy. Next, we focus on how declines in fertility and in mortality coupled with changing patterns of 
migration have altered the nation’s population profile. The chapter concludes with a description of the diverse 
characteristics of older Americans—their marital status, income and poverty levels, education, and geographic 


mobility. 


SOURCES OF POPULATION DaTA 


Demographic analysis is based on census counts taken by public or private agencies. In the U.S. Census 
Bureau is the central clearinghouse for all national population data. The Census Bureau makes national counts 
of the population every 10 years and obtains information from each household on births, deaths, country of 


89 


origin of the residents, health, living arrangements, occupation, and income. 

Using the data gathered, the Census Bureau prepares reports and documents that are released to the 
public. Though the Bureau constantly monitors the accuracy of its data and makes monumental efforts to 
cross-check its records, errors inevitably arise. Some people like the homeless are difficult to reach. Others 
may not respond, even after many tries. Some people may provide inaccurate information due to language 
problems. Since policy decisions are made on the basis of census numbers, such errors can affect which groups 
receive funding and how much they receive. 

These problems are magnified when the United Nations confronts the task of compiling world population 
data. Age, in particular, is one of the most difficult measures on which to obtain precise data. One problem is 
that different countries use different methods of calculating age. In China, the traditional practice was to 
calculate that a child was one year old at birth, whereas in the West, the age of a newborn is set at zero. 
Among populations with low literacy rates, formal birth records are not kept, making age impossible to 
determine accurately. In some countries, census counts may lag 10 or 20 years behind the present. 

In a recent study, researchers attempted to verify the ages of supercentenarians, people 100 or older, in the 
U.S. They found that 90 percent of whites classified as age 110 or older actually were that old, compared with 
only 50 percent of blacks (Rosenwaike and Stone, 2003). The most likely explanation for the race difference is 
that the births of many black babies went unrecorded 100 years ago. 

In an attempt to deal with such problems, the United Nations has developed a code for indicating its 
confidence in international demographic data. While the quality code draws attention to the problem, it of 
course does not eliminate it. Thus, comparisons of international population trends must be made with 
caution. 


INDIVIDUAL AGING PROCESSES 


There are two ways we measure individual aging—life span and life expectancy. Gender differences in life 
expectancy affect the sex ratio. 


Life Span 


One measure of individual age is the life span, defined as the greatest number of years any member of a 
species has been known to survive. By this definition, our closest companion, the dog, has a life span of 16 
years, which then varies by breeds. Although the common belief is that elephants live for 100 years or more, 
they do not; the maximum life span of an elephant is 69. Humans, in fact, are the longest-lived animals 
(Hayflick, 1996). The human life span appears to be about 120 years, although there are a few recorded cases 
of people living to be much older. 

Most scientists believe that the human life span has not changed since prehistoric times. What has 
happened over the past century in developed 
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countries is that human life expectancy has moved closer to the human life span. Does greater life 
expectancy mean higher quality of life? 


Life Expectancy 


Life expectancy is the average number of years people in a given population can expect to live or, more 
precisely, the mean age at death. This concept is a measure of the combined outcome of many births and 
deaths. Life expectancy is calculated by taking the sum of the ages at death of all individuals in a given 
population and dividing it by the number of people in that population. 

Except in a handful of nations, life expectancy worldwide is higher for females than for males. In 
developed countries such as Japan, France, England, and Sweden, women can expect to live six to eight years 
longer than men. In developing countries such as Egypt, South Africa, and India, women outlive men by 
three to five years (CIA, 2011). Scientists cannot fully explain the gender difference in life expectancy, which 
arises from a complex interaction among biological, social, and behavioral factors. One reason why women live 
longer is that men are more likely to smoke and consume alcohol and to engage in dangerous work. But 
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although one might expect that young women’s increased use of alcohol and tobacco and their rising labor 
force participation rate might reduce the gender gap in life expectancy, so far no clear pattern of change has 
emerged in developed countries. 


The Sex Ratio 


The sex ratio is defined as the number of males to every 100 females. It is affected both by the number of 
males relative to females at birth and by different survival rates for males and females. For every 106 male 
babies that are born, there are only 100 females. No one knows why more males are born than females. 
Perhaps it is nature’s way of adjusting for the greater risk of death and injury men will face from birth on. 
After birth, death rates are persistently higher among males, beginning in infancy and continuing into old age. 
As a result, the sex ratio declines progressively over the life course from a small excess of young boys over girls 
to a massive deficit of men in extreme old age. In most nations elderly women greatly outnumber elderly men. 


POPULATION AGING 


A population ages because of an increase in the proportion of older people in a society. A population’s age 
structure can change through three fundamental demographic processes: fertility, mortality, and migration. 
The fertility rate is a measure of the incidence of births or the inflow of new lives into a population. At any 
given time the number of older people in a population is a direct result of the number of babies born 65 or 
more years earlier. Generally, declining birth rate is the main factor that results in population aging (Bloom et 
al., 2015). Mortality rates, the second process that influences age structure, reflect the incidence of death in a 
population. Migration, the third process, is the movement of people across borders. Migration typically exerts 
the least influence on age structure. 

One way to display the age structure of a population is to construct a population pyramid, a bar chart that 
reflects the distribution of a population by age and sex. When a population is “young,” it exhibits the classic 
triangular shape seen in Figure 4-1: wide at the bottom, where fertility is high, and narrower at the top, where 
death takes its toll. Bangladesh is an example of a “young” nation. A population becomes “middle-aged” when 
fertility declines along with infant and child mortality. As fewer children are born and more of them survive, 
the bottom of the triangle is squared off. South Korea is an example of a “middle-aged” nation. A population 
becomes “old” when mortality is reduced at all ages, but especially among the elderly. Japan is an example of 
an “old” nation whose population has a rectangular shape. 


LST Population Pyramids for Three Countries in Asia, 1998. 


Bangladesh: Young South Korea: Middle-Aged Japan: Old 
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Source: U.S. Census Bureau (1998a). 
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The Demographic Transition 


In all developed nations, the three-stage shift from high mortality and fertility rates to low mortality and 
fertility rates occurs through a socioeconomic 
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process called the demographic transition. As countries industrialize, accompanying changes in fertility and 
mortality produce changes in population structure. At the end of this process, a country’s population is both 
older and larger (Lesthaeghe, 2010). Let’s take a closer look at this process. 

In the first stage of the demographic transition, the economy is agricultural, women marry young and have 
many children, and infants commonly die from acute and infectious diseases. Because birth rates and death 
rates are both high (see Figure 4-2), few people reach adulthood, and even fewer survive to old age. The 
population pyramid forms a perfect triangle. 


Figure 4-2 Stages of the Demographic Transition. 
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In the first stage of the demographic transition, birth and death rates are both high. In the second stage, the birth rate remains 
high while the death rate declines, leading to rapid population growth. In the third stage, the birth rate declines and population 


growth decreases. 


The second stage of the demographic transition is characterized by declining death rates and population 
growth. Initially, the control of infectious and parasitic diseases produces modest declines in mortality among 
infants and young children. As more babies survive into adulthood, the age structure grows younger, and the 
bottom of the age pyramid expands (U.S. Census Bureau, 2010). When these children reach childbearing age, 
significant population growth occurs. Through improved sanitary measures and health care, life expectancy 
increases, mortality among the old begins to drop, and the proportion of older people in the population grows. 

In the third stage, the population as a whole begins to age, and more deaths are caused by chronic 
ailments than by acute illness. Populations that have entered this stage become more rectangular in shape. 
When birth and death rates are both low, the demographic transition is complete. At that point a nation can 
be characterized as “old,” demographically speaking. (This process is described 
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more fully in Chapter 3, in the discussion of modernization theory.) A massive influx of immigrants can 
also affect the age structure of a population, but in less predictable ways, depending on the characteristics of 
the refugees (U.S. Census Bureau, 2002). 
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Young people are usually much more willing to migrate than are old people, because they have weaker ties 
(Fischer and Malmberg, 2001). Immigrants leave their homes, families, and communities to travel to a distant 
land, where they often do not speak the language. Most often they do so to find better job opportunities and 
higher wages, a new partner, or better housing. Unsettling life course events like losing a job, getting divorced, 
or having one’s children leave the nest may also increase the propensity to migrate. As a general rule, married 
people have stronger ties than do unmarried people, and childless people have fewer ties than do people with 
children. This explains why most immigrants are younger people. When large numbers of young people 
migrate, they change the age structure of the destination nation. 
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The age structure of a given nation has many possible effects. An older age structure means more need for 
care for the frail elderly, while a young population can strain the education system. In “Aging Around the 
World” we consider the way population aging might influence the prospects of young people engaging in 
terrorist activities. 


International Variations in Population Aging 


The world’s population is aging rapidly due to the factors described above, declining fertility, rising longevity, 
and the aging of large cohorts, like the baby boomers in the U.S. (Bloom et al., 2015). 

Although nearly every country is aging, there is considerable variation in how rapidly this process is 
occurring. The oldest nations are in Western Europe and North America, while the youngest countries are in 
Latin America and Africa. Japan is the oldest nation with 23 percent of the population 65 and older, while in 
Kuwait and Bahrain only 2 percent of the population is that old (Bloom et al., 2015). The reason for this 
disparity is that most of Africa and parts of Asia and Latin America are still in the first stage of the 
demographic transition with high levels of fertility, young population profiles, and low life expectancy. In 
Africa life expectancy in 2000 was only 46 (World Bank, 2003b). One reason why gains in mortality have 
been stagnant in Africa is because of HIV/AIDS. More than 94 percent of AIDS cases in the world are in 
sub-Saharan Africa (Lee, 2003). At the opposite end of the spectrum, European countries have had low 
fertility and mortality rates for decades and now have high proportions of elderly. These countries have a high 
proportion of the population that is over 65 and increasing numbers of people age 85 and older. In low- 
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mortality countries, it is now common for people to reach 85 and beyond. Table 4-1 shows life expectancy at 
age 85 by gender in several of these countries. The U.S. ranks first in life expectancy among the old-old for 
men and second for women. In every country women have greater life expectancy at 85 than men. 


Table 4-1 Life Expectancy at 85 by Gender 


Country Males Females 
Austria 5.46 6.36 
Denmark 5.26 6.46 
England 5.94 6.85 
France 5.92 7.49 
Netherlands 5.33 6.49 
Spain 5.90 6.83 
United States 6.02 7.07 


Source: Crimmins and Sole-Auro (2013). 


These disparities in population structure will not persist for long, however, for the pace of demographic 
change is picking up. In the industrialized world, population aging took a century or more. Belgium took 
more than 100 years to double the share of population over age 60 from 9 to 18 percent; France needed 140 
years. In developing countries the pace of change will be more rapid, as modern health technology increases 
life expectancy among the aged. Many of these countries will triple or quadruple the number of older people 
in just three decades. China will double the percentage of people over 60, from 9 to 18 percent, in just 34 
years; Venezuela will do the same in 22 years (World Bank, 1994). Over the next 30 years, these disparities in 
life expectancy are expected to decrease. According to recent projections, global life expectancy at birth will 
rise to 77 over the next 50 years (U.S. Census Bureau, 2002). The inevitable result will be worldwide 
population aging. By 2050, there will be 3.2 people aged 60 years or older for every child 4 years old or 
younger (Cohen, 2003). 

The challenge posed by rapid population aging is daunting. Developing countries can benefit from recent 
advances in medical technology and will learn from other nations how to provide health and income security 
to the elderly. Yet most developing countries will have fewer resources to meet these needs because they will 
reach “old” demographic 
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profiles at lower levels of per capita income than the industrial nations. Furthermore, solutions that have 


been feasible in European nations may not work well in countries with different cultural traditions. For these 
reasons, population aging poses formidable challenges for developing nations in the twenty-first century. 
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POPULATION AGING AND TERRORISM 
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oes demography hold the key to winning the “war on terror”? Many studies have shown that there is a 


strong relationship between youth bulges and political violence. A youth bulge occurs when more than 40 
percent of a nation’s population is between the ages of 15 and 29. Some youth bulges have occurred in 
developed nations. In the 1960s, for example, the baby boomers created a youth bulge in the U.S., resulting 
in political conflict over the Vietnam War, women’s rights, and environmental protection. More typically, 
youth bulges occur in developing countries as a result of a combination of high fertility and declining 
mortality. 

Why does a youth bulge lead to political violence? One reason is that developing countries often have 
difficulty creating enough jobs to accommodate large numbers of young adults. As a result, unemployment 
levels are high. In the Middle East and North Africa, the unemployment rate is 26 percent among young 
adults (Hass, 2007). High unemployment, in turn, creates grievances against current political and economic 
policies and a desire for change. Although a desire for change does not necessarily lead to violent action, 
young people are often more idealistic than older adults and believe that strong measures should be taken to 
achieve change, even if this includes violence. 

In many of the Islamic states, including Saudi Arabia, Iraq, and Pakistan, young adults comprise 45 
percent of the total population. These countries have been fertile recruiting grounds for domestic violence 
and international terrorism. Population aging creates greater political stability. As these youth bulges age, 
terrorism may decrease. 


What Do You Think? 


1. Do you believe young people are more idealistic than their parents? Are they more willing to embrace 
extreme measures to achieve change? 

2. What kind of political change would you like to see? What would you be willing to do to achieve this 
change? 


Dependency Ratios 


Another way to measure population aging is through dependency ratios, which indicate the burden of 
supporting an aging population. The ratio of old people to adults, called the elderly dependency ratio, is 
calculated as the number of 
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persons aged 65 and older per 100 persons of working age (18 to 64 years old). It provides a rough estimate of 
the proportion of workers to retirees. From a demographic perspective, however, a nation’s ability to support 
its oldest members depends not only on the ratio of workers to retirees, but also on the number of persons 
under age 18 relative to those of working age. The child dependency ratio indicates the number of persons 
under age 18 relative to those of working age. The combined ratio of children and older people to workers is 
called the total dependency ratio. 

Of course, some people under age 15 and some over age 65 do work, and some people of working age do 
not. In some Western countries, most people leave the labor force at age 60. In less developed nations, 
children as young as 10 may work 12 hours a day. Still, dependency rates are useful for estimating a nation’s 
caregiving burden because it helps us to determine the supply of caregivers relative to those who need care. 


POPULATION TRENDS IN THE U.S. 


The Changing Age Structure 


Throughout the twentieth century, the U.S. was aging, and the rate of change will accelerate during the 
twenty-first century (Olshansky, 2015). As Figure 4-3 shows, population growth slowed somewhat during the 
1990s because of the relatively small number of babies born during the Great Depression of the 1930s. Now 
that the baby boom generation is reaching age 65, the older population is burgeoning. The population of 65 
and older has increased from 35 million in 2000 to 41.4 million in 2011 (an 18% increase) and should more 
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than double to 92 million in 2060. In 2011, people 65 and older represented 13.3 percent of the population 
but are expected to grow to 21 percent of the population by 2040. Equally important, the population of people 
85 and older is expected to triple by 2040. 


Figure 4-3 Number of Persons 65 and Older, 1900-2060. 
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Source: Administration on Aging (2012). 


Fertility 


The baby boom was created by an upsurge in fertility during the post-World War II era. Fertility began to 
climb in 1946, peaking in 1958 at a whopping average of 3.17 children per woman. Women who reached 
childbearing age during the 1950s hold the record as the most fertile of the twentieth century. Three-quarters 
of them gave birth to their first child before they reached their mid-20s, and ultimately 93 percent became 
mothers. 

But then, between 1971 and 1980, the fertility rate dropped dramatically, reaching an all-time low of 1.7 
children per woman. Several factors contributed to this reduced fertility. One was the birth control pill, which 
became available in the early 1960s. For the first time in history, women had a reliable way to control the 
number of babies they had and when they had them. Another was an increase in educational opportunities for 
women. When the first wave of baby boomers reached college age in 1965, women of that generation entered 
college in record numbers. Nearly twice as many female baby boomers graduated from college as women in 
the cohort that preceded them. For many of these women, attending college meant delaying marriage—30 
percent of them were still single in their mid-20s (U.S. Census Bureau, 2010). Significantly, delaying 
marriage not only delays childbearing; it also decreases lifetime fertility. Finally, female labor force 
participation expanded rapidly in the 1960s. As women became more highly educated, they sought work 
outside the home in increasing numbers. 

Although baby boom women had fewer children than their parents’ generation, the number of babies born 
to their generation increased simply because there were so many boomers. Almost as many children were born 
between 1977 and 1994 as during the baby boom years. Since then births have leveled off. In 2013, the 
fertility rate was 1.8 among white women and slightly higher among black and Hispanic women (Mather, 
2014). Figure 4-4 shows the 
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number of live births that created these two cohorts, the baby boom and the echo boom. 


IST SC Live Births and Fertility Rates, U.S., 1930-2008. 


96 


N 
E 
O 


Millions of births 


sieak py -Sı paße uawom 000‘, Jed ae 


ee 20 
D e T T T T T T T O 
1930 1940 1950 1960 1970 1980 1990 2008 


Year 


Note: Beginning with 1959, trend lines are based on registered live births; trend lines for 1930-59 are based on live births 


adjusted for underregistration. 


Source: U.S. Census Bureau (2010). 


The effect of these fertility trends on the age structure of the U.S. is shown in Figure 4-5. The pyramid for 
1970 is still triangular with a distinct pinch in the lower middle from ages 15 to 24 due to the exceptionally 
low birth rate during the Depression years. The baby boom bulge that is just beginning appears at the very 
bottom among children under age 5. 


Figure 4-5 Population Pyramids for U.S., 1970 and 2010. 
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In 2017 the baby boomers were aged 53 to 71, and the echo boomers were aged 20 to 40. By 2050 most of 
the baby boomers will have died. The echo boomers will be growing old as well. 


Mortality 


Over the past century, the U.S. has witnessed a dramatic improvement in mortality rates. In 1900, the chance 
of surviving to old age was shockingly low. Approximately 20 percent of white children and 33 percent of 
nonwhite children died before their fifth birthday (Hobbs and Damon, 1996). Fewer than two-thirds (63 
percent) of white females and only 32 percent of nonwhite females would live to 60. Among white males, just 
over half (55 percent) would live to 60, as would only 28 percent of nonwhite males (Serow et al., 1990). By 
2010, infants had a much better chance of living to old age. Whites still had an advantage over nonwhites, but 
the racial gap had narrowed (U.S. Census Bureau, 2011a). 

The greatest declines in mortality occurred during two periods, the 1940s and the 1970s. In the 1940s 
medical advances led to major gains against infant and child mortality and maternal mortality. Then, 
beginning in the late 1960s, the death rate from heart disease began to fall, largely because of better 
prevention and treatment: Fewer people smoked, and new medications helped to control hypertension (high 
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blood pressure). This progress against heart disease stands out as the most important reason for the reduction 
in the mortality rate in the past quarter century. Its impact was greatest among older people, especially older 
men (Capewell et al., 2009). 

Ironically, deaths from cancer have actually increased among the elderly. One possible explanation is that 
declining mortality from heart disease has allowed more people to live long enough to die from cancer. The 
trend is more positive than it might at first appear to be, however, for the overall increase in cancer deaths 
masks declines in deaths from specific forms of cancer. Cervical cancer has dropped because more women 
routinely obtain pap smears. Among men, deaths from lung cancer have declined because of the decline in 
smoking. But deaths from lung cancer are rising among older women because more women have smoked or 
are still smoking than was the case in earlier generations. 

Despite advances in prevention and treatment, heart disease remains the leading cause of death among 
people over 65. Heart disease and cancer are responsible for two-thirds of all deaths among people 65 to 84 
(Centers for Disease Control, 2014). Among those over 85, heart disease ranks first, followed by 
cerebrovascular disease (stroke) and then cancer. 

The racial differences in mortality rates just noted are reflected in racial differences in the risk of disease. 
For example, for all three of the leading causes of death, mortality among African Americans is higher 
consistently than it is for whites. There is good news, however, for over the past 15 years there has been a 
decrease in the black-white gap in mortality among both men and women. Among black women deaths from 
heart disease, homicide, and unintentional injuries have fallen. Among black men deaths from homicide, 
HIV, and unintentional injuries have declined (Harper et al., 2007). Concerted efforts in public health and in 
health care are necessary to address the major causes of the remaining gap from cardiovascular diseases, 
homicide, HIV, and infant mortality. 

Among the very old, the advantages associated with being white disappear. An intriguing phenomenon, 
one not fully understood, is what is called race crossover. After age 85, the mortality rate for African 
Americans falls below that of whites. In advanced old age, older black adults have lower mortality risk than 
whites (Yao and Roberts, 2011). Demographers cannot fully explain why, but some argue that African 
Americans who have survived the environmental stresses of their younger years may have a survival advantage 
that destines them to live an especially long life. 
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WEALTH INEQUALITY AND LIFE EXPECTANCY 


uring the 2016 presidential race, one Democratic candidate, Bernie Sanders, drew large crowds at his 


rallies with his message about growing wealth inequality in the U.S. One issue that was rarely mentioned, 
however, was the growing gap life expectancy between the rich and the poor. Life expectancy has been 
rising for more than half a century but nearly all of the gains have gone to people in the top 60 percent of 
the income distribution. As Figure 4-6 shows, among men born in 1930, there was only a small difference 
in life expectancy at age 50 by income. For the poorest men, life expectancy at 50 was 26.6 years while for 
the wealthiest men it was 31.7—a gap of about five years. Among men born in 1960, however, the life 
expectancy gap between the richest and poorest had more than doubled to nearly 14 years (Sheiner, 2015). 
A similar pattern was observed for women. 
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Source: Sheiner (2015). 


It is difficult to isolate a single cause of the growing life expectancy disparity by wealth, but factors that 
play a role include smoking behavior, obesity, drug abuse including prescription drugs, and access to health 
care. 


What Do You Think? 


1. What can be done to improve life expectancy for lower income people? 


2. Based on your family’s income and lifestyle, what do you think your life expectancy will be? 
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SES affects health in several ways. People with higher incomes are more likely than the poor to have 
health insurance and good health care. They are also more likely to live in less polluted areas and to have 
better access to public services. Women in higher-income groups are also more likely to have mammograms, 
which means they receive earlier diagnosis and treatment for breast cancer (Sheiner, 2015). SES also affects 
lifestyle. Middle-class people are more likely than the poor to exercise regularly, control their weight, and eat 
breakfast, and they are less likely to smoke or drink excessively. (The reasons for such differences in health 
behavior are discussed in more detail in Chapter 11.) 

The “Diversity in the Aging Experience” feature discusses the most recent trend in life expectancy by 
income. 

In sum, the second half of the twentieth century witnessed a significant decline in mortality, especially 
among the old. As a result, more people are living to advanced old age, and the elderly have become the 
fastest-growing segment of the population. This significant population aging cannot be ignored. Necessary 
adaptations can be made with the aid of long-range planning. Population aging should be viewed as an 
outcome of the desirable demographic processes associated with economic development, which nonetheless 
require some adjustment in social institutions (Grigsby, 1991). 
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Many immigrants come to the U.S. each year. 
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Migration 


The Statue of Liberty has long been a beacon drawing immigrants to the shores of the U.S. Immigration has 
shaped the nation since its founding more than 400 years ago. The biggest wave of immigrants arrived in the 
late nineteenth and early twentieth centuries, when thousands of Italians and East Europeans crossed the 
Atlantic Ocean. By 1910, more than 15 percent of the U.S. population was foreign born (U.S. Census Bureau, 
1975). In 2013, there were 41.3 million foreign-born individuals in the United States. These more recent 
immigrants trace their ancestry to Mexico, China, India, and the Philippines. The three main regions of 
origin of the foreign-born population are Latin America, Asia, and Europe, as Figure 4-7 shows. 
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Figure 4-7 Foreign-Born Population by Region of Origin, 2011. 
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Source: Zong and Batalova (2015). 


Overall, the immigrant population in 2013 was older than the U.S.-born population: The median age of 
immigrants was 43.1 years, compared to 35.9 years for native-born individuals. Fewer than 7 percent of 
immigrants were aged 1 to 17, 80 percent were aged 18 to 64, and 14 percent were aged 65 and older (Zong 
and Batalova, 2015). 

Most older people find moving to another country difficult; they have deep roots in their homeland. Mr. 
F., age 97 and retired, emigrated to the U.S. from Cuba in the 1960s. “In Their Own Words” describes how 
he maintains ties to his native land. 
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In Their Own Words 


© McGraw-Hill Education/Andrew Resek 


Maintaining a Cuban Identity 


Since the early 1970s elderly Cuban domino players have congregated daily in a Miami park to drink 


coffee and play dominos. Mr. F., a 97-year-old retiree, plays dominos nearly every day at Maximo Gomez 
Park. He is picked up at his home around 11:30 in the morning and stays until 4:00 or 5:00 in the 
afternoon. The game for him is a means of creating continuity in his life. He sees it as “a responsibility ... a 
habit.” When he is unable to go to the park, he misses the game. For Mr. F. “the game represents hope. 
We talk about our country ... we all hope to return to Cuba.” The game also provides a sense of continuity. 
“We share stories about our past lives in Cuba, and we reminisce about the players who have passed on. We 
notice when people die, we remember them and talk about them at the park.” 


Source: Whaley and Ward (2011:25). 


Because of higher immigration and birth rates, the Hispanic, African American, and Asian populations 
are increasing more rapidly than the white population of the U.S. By 2050 the non-Hispanic white population 
is projected to decline from 87 percent of people 65 and older to only 78 percent. Thus, the elderly population 
of the future will be considerably more racially and ethnically diverse than the elderly population of today (see 
Figure 4-8). 
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IST Population Aged 65 and Over, by Race and Hispanic Origin, 2010, 2030, and 
8 2050. 
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Dependency Ratio 


The fact that the large cohort of the baby boom was followed by a small cohort of the baby bust means that 
the elderly dependency ratio will rise from 20 per 100 in 1990 to 37 per 100 by 2030. In the year 2000 there 
were more than five workers for each person over 65; by 2030, there will be fewer than three (U.S. Census 
Bureau, 2014b). In that year the total dependency ratio will be no higher than it was in 1970, but the 
composition of dependents will be different (see Table 4-2). The total dependency ratio was 91 in 1960, but 
most of the dependents in that year were children. In the twenty-first century, many more dependents will be 
old. 


Table 4-2 Dependency Ratios for the Child and Older Populations in the U.S., 1950-2000 


Year Child Dependency Ratio Old-Age Dependency Ratio Total Dependency Ratio 
1950 51 13 64 
1960 74 17 91 
1970 72 18 90 
1980 56 19 75 
1990 49 21 70 
2000 48 21 69 
2010 44 21 65 
2020 45 26 71 
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2030 49 32 81 
2040 49 33 82 
2050 49 32 81 


Source: Social Security Administration (2006). 


What are the consequences of an older population? Some people worry that an aging population will 
increase the burden on the younger population, especially in health care costs and income support. Certainly, 
demand will increase for health care and housing that caters to the ageds’ special needs, and there will be 
fewer workers to pay Social Security taxes. But though many older people may not be working, they will still 
be paying taxes. Those who do not work will also contribute to the economy by consuming goods and services 
they finance out of their own savings. Many older people will also serve as volunteers, helping their families 
and communities by providing social services free of charge. 


83 


Life Expectancy 


Over the course of the twentieth century, Americans have experienced large gains in life expectancy. Between 
1900 and 2010 overall life expectancy at birth increased by over 30 years, from 47.3 to 78.7. The statistic 47.3 
does not mean that in 1900 people typically lived to be 47. Rather, it is an average age of all deaths within a 
given population. In 1900 many infants and children died in the first five years of life. If a person survived to 
age 20, then he or she might easily live to 65. Thus, it is important to consider two statistics—life expectancy 
at birth and life expectancy at 65. Over the course of the twentieth century, both numbers have improved. 

By 2010 a 65-year-old man could expect to live another 17.7 years, a woman 20.3 years (U.S. Census 
Bureau, 2014b). Despite these gains, significant racial and ethnic disparities in life expectancy remain. As 
Table 4-3 shows, compared with African Americans, white men and women have higher life expectancy at 
birth and at age 65 as do Hispanics. There has also been a growing wealth gap in life expectancy. The highest 
earning men can expect to live nearly eight years longer than low-income men. A similar pattern can be seen 
for women (Burtless and Dews, 2016). 


Table 4-3 Life Expectancy at Birth and Age 65, by Sex and Race, 1950-2013 (in years) 


At Birth At Age 65 

White Black Hispanic White Black Hispanic 
Year Men Women Men Women Men Women Men Women Men Women Men Women 
1950 66.5 72.2 591 62.9 = -= 12.8 151 12.9 14.9 = - 
1960 67.4 741 61.1 66.3 - -= 12.9 15.9 12.7 15.1 = - 
1970 68.0 75.6 60.0 68.3 = = 13.1 17.1 125 15.7 = = 
1980 70.7 78.1 63.8 72.5 = = 142 18.4 13.0 16.8 = = 
1990 T21 79.4 65.4 73.6 - -= 152 191 132 17.2 - = 
2000 74.9 80.1 68.3 75.2 - -= 16.3 19.4 142 17.7 - - 
2013 76.7 81.4 72.3 78.4 79.1 83.8 17.9 20.5 16.3 19.5 19.3 22.0 


Source: Centers for Disease Control (2014b). 


The U.S. Sex Ratio 


During the twentieth century, there was a significant decline in the sex ratio among people 85 and older, from 
around 80 until the mid-1940s to only 58 by 2010 (U.S. Census Bureau, 2014b). 
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This lopsided ratio was a result of the greater increase in female life expectancy compared with male life 
expectancy. The high proportion of women among the oldest-old has important social consequences. It 
means that the majority of older women are single—and single women have the highest poverty rates among 
the aged. It also means that while most men will have a resident caretaker when they become ill or disabled, 


many women will be institutionalized. 
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SHOULD SSI FoR REFUGEES BE RESTORED? 


n 2015 as Syrian refugees poured across the borders of many European countries, the U.S. found itself in 


the midst of a controversy over how many refugees to accept. One argument against accepting these 
displaced people was that some might be terrorists. Another was that they would be a drain on the 
economy, straining our resources and requiring income support and social services. The one program that 
was of special concern was Supplemental Security Income (SSI), which is a federal program of aid to the 
aged, blind, and disabled poor. SSI is a meager benefit that in 2016 paid $733 for an individual and $1,100 
for a couple (Social Security Administration, 2016). The Social Security Act limits eligibility for SSI to 
immigrants who have not become naturalized citizens within seven years after arriving in the U.S. 

In 2008 President George W. Bush signed legislation extending eligibility for immigrants admitted to 
the U.S. for humanitarian reasons by another two years under some conditions. On September 30, 2011, 
these benefits came to an end. Most of these immigrants are older and many do not speak English. They 
have difficulty learning English and are unlikely to be able to pass a citizenship exam. Congress again 
passed temporary legislation in 2012 extending short-term benefits but did not continue long-term support. 
Now many poor people who were admitted into the country for humanitarian reasons are at risk of losing 


their only source of income. 


What Do You Think? 


1. Do you have parents or grandparents who emigrated to the US: 
2. Should the U.S. admit refugees fleeing from persecution? 
3. Should refugees be eligible for SSI, health care, and education for their children? 


Source: McIntyre (2012:3). 


The expected increase in the number of older Americans has immense implications for the quality of life 
in the twenty-first century. One of the most pressing issues is health care, for aging is 
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usually accompanied by declining health. Who will provide health care for the more than 75 million baby 
boomers, and who will pay for it? Another issue is economic security. Now that people are living well beyond 
age 65, policymakers are beginning to wonder whether they should be encouraged to retire later. Will people 
in the U.S. reevaluate policies that have encouraged early retirement and add incentives to continue working? 
These are issues we will address in Chapter 10. 
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The U.S. is becoming more racially and ethnically diverse, in part because the birth rate is higher 


among immigrants compared to native born people. 
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Chapter Resources 


LOOKING BACK 


1. 


How is a population’s age structure related to its stage of economic development? The population age 
structure indicates the relative proportions of older, middle-aged, and younger people within a population; it is 
often illustrated by a population pyramid. Populations can be classified as predominantly young, middle-aged, or 
old, depending on the age structure that results from fertility and mortality rates. A population ages through a 
process known as the demographic transition, in which economic development causes a fall in both fertility and 
mortality rates. 

Developed countries such as the U.S., Sweden, and Germany have relatively old populations, whereas 
developing nations in Africa and parts of Asia have relatively young populations. An important aspect of the 
population age structure is the total dependency ratio, the combined ratio of children and old people to people of 
working age. 

What is the relative life expectancy of men versus women, and how is it related to the sex ratio? Life 
expectancy is the average number of years people in a given population can expect to live or, more precisely, the 
mean age at death. In most nations, women live longer than men—six to eight years longer in developed 
countries, three to five years longer in developing countries. The sex ratio is the number of males to every 100 
females. At birth males outnumber females about 106 to 100, but because women live longer than men, the sex 
ratio declines with age until elderly women greatly outnumber elderly men. 

In the U.S., how have fertility, mortality, and migration rates changed over the past century, and what has 
been the effect on the nation’s population? In the U.S. after World War IL, rising fertility rates created a baby 
boom. Fertility began to decline in the 1960s with the introduction of the birth control pill and increased levels of 
education and employment among women. It reached a historic low in the early 1970s, creating what 
demographers call a baby bust. The twentieth century also brought dramatic declines in mortality rates. Medical 
advances against infant and childhood diseases began the trend; later, improved treatments for heart disease 
lowered mortality rates among older people. The result has been population aging and an evening out of the 
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population pyramid. 

Two waves of migration to the U.S. occurred during the twentieth century: the first, around the beginning of 
the century, from Italy and central Europe, and the second toward the end of the century, from Latin America and 
Asia. Because most of these immigrants were young, they changed the nation’s age structure, increasing the 
proportion of younger people to older Americans. Overall, the nation’s total dependency ratio has been falling since 
World War II. The composition of the dependent portion of the population is also changing: Once the majority of 
dependents were children, but soon, when immigrants and baby boomers retire, the majority of dependents will be 
elderly. 

4. How has life expectancy in the U.S. changed over the past century, and does it differ from one group to 
the next? Over the past 100 years, life expectancy in the U.S. increased from about 47 years to over 75. Life 
expectancy varies significantly with both race and gender. On average, whites live longer than African Americans, 
and women live longer than men. Because women’s life expectancy has increased faster than men’s, the sex ratio 
has declined, from 101.1 to 100 in 1910 to only 65 to 100 in 1990. 


THINKING ABOUT AGING 


1. Social Security has been called the third rail of American politics, meaning that to touch it (change the 
program in any way) is to die (lose office). Given the rising number of retirees and 
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the declining number of workers, do you think the program should be revised? If so, how? 

2. The proportion of working-age Americans to retired Americans has been dropping for several decades as 
the result of declining fertility and mortality rates. Should the government encourage couples to have 
more children? Why or why not? 

3. Demographers recognize the contributions immigrants make to a developed nation’s population structure. 
Yet many Americans feel threatened by immigrants. What can be done to improve the immigrant’s public 
image? 

4. Poverty rates among older women, especially minority women, are very high. What kind of measures 
might help to reduce poverty among the elderly? 

5. From the point of view of the elderly, what might be the advantages and disadvantages of living in a state 
with a large elderly population? From the point of view of younger generations? 
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EXPLORING THE INTERNET 


1. The Administration on Aging provides information on life expectancy and health of older people. Go to 
the website (http://www.aoa.acl.gov/) and click on the link Aging Statistics on the bottom right, then 
Profile of Older Americans. Open the link to Future Growth and answer the following questions: 


a. How many more Americans age 65 and older are there since 2004? 
b. In 2040 how many people will be 85 or older? 


2. The U.S. Census Bureau (http://www.census.gov) provides a substantial amount of information about 
aging, income, and poverty. Go to the website and click on the link to: 
https://www.census.gov/library/publications/2016/demo/p60-256.html. 

Look at Table 3 and then answer these questions: 


a. In 2014 what percent of all people in the U.S. were in poverty? 
b. What percent of people 65 and older were in poverty? 
c. Did younger people have higher or lower poverty rates than older people? 
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Part Two 
INTERDISCIPLINARY PERSPECTIVES ON AGING 


© Dynamic Graphics/Jupiterimages RF 


Social gerontology is an inherently interdisciplinary field, and every chapter in this book includes insights 


from a variety of disciplines. The first chapter in this section discusses research on the welfare state from an 
interdisciplinary perspective. The next two chapters explain how the fields of biology and psychology have 
advanced our understanding of aging. 


Chapter 5 provides an overview of social programs for the elderly. The chapter explains who receives 
benefits, what benefits are given, and how we pay for the income and health care that is so important to the 
well-being and economic security of older people. 


Chapter 6 first examines some prominent theories of biological aging and then describes age-related 


changes in various body systems as well as illnesses that sometimes accompany these changes. 


Chapter 7 provides an overview of psychological research on aging. It examines age-related changes in 
intelligence, learning, and memory and the effect of aging and of certain diseases, such as Alzheimer’s disease, 
on mental health. The chapter also discusses personality traits and the effect of aging on personality. It 
concludes by explaining stage theories of human development. 
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Old Age and the Welfare State 
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Be the Social Security Act of 1935 was enacted, people 


had no guaranteed source of income for retirement. 


Source: Library of Congress Prints and Photographs Division [LC- 
DIG-ppmsca-01640] 


Looking Ahead 


What kinds of welfare programs are available to aging Americans? 

What are the government-sponsored sources of income support for the aging? 
What government health care programs serve the elderly? 

Which government programs protect the disabled? 


How is long-term care of the elderly financed in the U.S.? 


GS Su o fo Je 3 


What social services does the Older Americans Act provide? 


hen most people hear the word “welfare,” they think of women like Nora, a single mother with 


three children, ages 6, 3, and 2 months. Nora received a monthly cash benefit of $499 a month until she 
reached her lifetime eligibility limit of 60 months. Now she works as a school crossing guard, a job that 
pays $460 a month (Neubeck, 2006). Social scientists define welfare more broadly than just cash 
assistance for the poor. Rather welfare refers to all government financed programs that provide benefits 
for income, health, and other social needs. 

Before 1935 the U.S. had no national social welfare programs, only a few poorly funded state old-age 
pensions and workers’ compensation programs. Older people who were unable to work were forced to 
depend on their families or local charity. The Social Security Act of 1935 was a remarkable turning point 
in American history. The legislation created two programs for the elderly, Social Security for retired 
workers at age 65 and Old Age Assistance for the aged poor. Over the next several decades, Social 
Security was expanded to include benefits for widows and spouses of retired workers (1937), to allow 
workers to retire at age 62 with a reduced benefit, and to include Disability Insurance for workers who, 
because of illness, were unable to work (1972). Then, in 1965, Congress created two new health benefits, 
Medicare, a health insurance program for people 65 and older, and Medicaid, a health insurance benefit 
for the poor. The Older Americans Act, enacted that same year, offered an array of social services 
designed to help older people remain independent. 

In this chapter, we describe the elaborate network of social programs provided by the government, 
and we consider their impact on the lives of the elderly, their families, and the larger society. 


Dil 


The first section of the chapter delineates the underlying principles on which these programs are 
based, highlighting the role of cultural beliefs and values in influencing the direction of the programs. It 
also looks at how social welfare programs in the U.S. compare with those in other Western industrialized 
nations. The second section of the chapter describes major provisions of the core programs of the 
American welfare state. The chapter concludes with a discussion of current debates about the equitable 
allocation of national resources; specifically, whether benefits should be distributed on the basis of age or 
need. 


SOCIAL PROGRAMS OF THE WELFARE STATE 


Social scientists use the term welfare broadly to refer to all programs that protect people from the risks of loss 
of income due to unemployment, disability, divorce, poor health, or retirement. Thus, welfare means not only 
cash assistance to the poor but any social program that enhances well-being and provides financial security. 
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The term welfare state refers to all the government programs that serve these objectives. Although these 
programs may appear to provide individual benefits only, they do much more. For example, the welfare state 
influences employment patterns in a variety of ways. Of course, Social Security benefits provide income to 
retirees, but they also help older workers to retire from the labor force and thus open up jobs for younger 
people. Medicare not only provides the elderly with health insurance but also creates employment 
opportunities for a vast industry of physicians, nurses, hospital employees, and other health care providers. 

The welfare state also influences family relationships. Income from Social Security provides the elderly 
with an independent income so their children do not have to support them. Public housing for the aged 
means that fewer people live in three-generation households and more older people are able to live 
independently, a choice most preferred. And long-term-care services enable some of the frail elderly to live in 
the community rather than with relatives or in a nursing home. 

Welfare programs can be classified into three types: public assistance, social insurance, and fiscal welfare. 
Each has its own set of rules regarding who pays for the benefit, who is eligible to receive it, and how much 
beneficiaries receive. Moreover, each type of program reflects a particular set of values and attitudes toward 
the needy. 


Public Assistance 


Public assistance programs provide minimal benefits for the very needy. They are based on a set of values that 
presume people suffer from a lack of medical care, food, housing, and income because they do not live as they 
should (Marmor et al., 2013). Welfare programs based on a social assistance model contain eligibility criteria 
—that is, rules for receiving benefits—that are designed to encourage the able-bodied to work, families to take 
responsibility for the care of the young, the old, and the disabled, and individuals to prepare for their own 
future. These eligibility criteria determine who can apply for benefits, such as widows, the sick, the disabled, 
or the aged, and what conditions these individuals must meet to receive benefits. Typically, the most 
important condition is being very poor, but other conditions such as being widowed, deserted, or old have also 
been applied. 

Nearly all public assistance programs require applicants to prove they are worthy of support through a 
means test. Means tests are often considered demeaning because individuals’ income, assets, and behavior are 
examined and judged by a caseworker. Even very poor people may be denied benefits because they are viewed 
as thriftless or immoral. Because means-tested benefits are quite low and often stigmatizing, they compel all 
but the most desperate to participate in the labor market. 

Advocates of means testing claim that allocating benefits on the basis of need encourages people to work 
and efficiently distributes scarce resources. Critics claim that means testing not only stigmatizes those who 
receive the benefits but is also politically divisive. They note that any program in which gains for some result 
in losses for others arouses opposition. Middle-class people, for example, often resent paying taxes for 
programs that 
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help the poor and seemingly give members of the middle class nothing in return. When people believe 
that outcomes are profoundly inequitable, resentment may turn into open hostility, triggering a backlash 
against both the program and its beneficiaries. This type of backlash is very evident in the Temporary 
Assistance for Needy Families (TANF) program, which provides income for single mothers and children. 


Social Insurance 


The principles underlying social insurance programs differ considerably from those of public assistance. The 
basic purpose of social insurance is to provide economic security over the life course and to prevent people 
from falling into destitution, not to rescue them after they have already fallen. The central concept of social 
insurance is an earned entitlement (Marmor et al., 2013). Social insurance is based on two principles that 
distinguish it from public assistance: (1) the notion that people contribute to a common pool and (2) the view 
that people share common risks—the risk of unemployment, disability, or loss of wages in retirement. Making 
contributions gives workers an earned right to benefits. Pooling the risks means that the costs for one family 
or individual do not become overwhelming but are shared across an entire population. Social insurance 


112 


benefits provide income and health care benefits to workers who make contributions over their working life 
and who earn the right to receive benefits automatically when they reach the age of eligibility. With such 
programs, age, not need, determines who receives benefits. The two main social insurance programs in the 
U.S. are Social Security and Medicare. 

In the U.S., social insurance benefits are paid for through payroll taxes, which are considered 
contributions. The present rate of the payroll tax is 15.2 percent. Half is paid by the worker and half by the 
employer. Self-employed people pay the full 15.2 percent. 

Social insurance benefits promote equality in principle: All workers are endowed with equal rights to 
benefits, regardless of whether they are poor. In practice, however, social insurance reduces inequality in old 
age but does not eliminate it, because benefit levels are tied to previous earnings. Those who earn less money 
over the course of their working lives receive lower benefits when they retire. 


Fiscal Welfare 


At first glance, the public expenditures of the welfare state appear to be distinct from private benefits, such as 
pensions paid to former workers by their employers. But a third category of benefits, referred to as fiscal 
welfare, consists of indirect payments to individuals through the tax system. Fiscal welfare blurs the public— 
private dichotomy because benefits are provided through the private sector but are subsidized by the tax 
system (Garland, 2016). 

In the U.S., fiscal welfare is called tax expenditures. Tax expenditures are special income tax provisions 
implemented through the tax code. In other words, they are tax breaks. What makes them similar to spending 
programs is that they are designed to accomplish some social or economic goal. For example, if the 
government wants to subsidize wages for low-income workers, it could try to accomplish this goal in several 
ways. It might set a minimum wage that businesses must pay; it might provide direct wage subsidies to 
workers in the form of food stamps; or it might reduce income taxes for low-income workers and even give a 
tax refund to those who owe no taxes. 

Tax expenditures include employee contributions to employer-provided pensions, personal savings for 
retirement, employer-provided health insurance, and home mortgage interest. These programs represent an 
indirect approach to achieving public objectives such as encouraging savings for retirement, expanding health 
insurance coverage, and encouraging home ownership. 

Tax expenditures have been important instruments to help people buy homes and health insurance and 
save for college and retirement. However, some tax expenditures benefit high-income people more than they 
benefit low-income people. One reason is that they allow individuals receiving the same income to pay taxes 
at different rates. For example, workers who contribute to a pension fund through their jobs get to deduct the 
amount they 
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pay from their income. So they pay less in taxes than workers who make no pension contributions even if 
their before tax income is the same. Similarly, individuals who receive health insurance through their 
employers pay lower taxes than those who have no health insurance. For example, consider two workers who 
both earn $50,000 a year. Worker A contributes $4000 a year to a pension fund, while Worker B contributes 
nothing. Worker A would then only have to pay taxes on $46,000, while Worker B would have to pay taxes 
on the entire income of $50,000. Home owners can deduct the interest they pay on their mortgage, whereas 
renters with similar incomes aren't eligible for this deduction. For these reasons, tax expenditures are more 
likely to benefit middle- and upper-middle-class Americans, while the working class and the poor receive little 
or no benefit from them because they are more likely to rent than to own their own homes and less likely to 
have jobs that offer health insurance or pension funds. 

Public scrutiny about how to fairly distribute resources has focused primarily on direct public benefits, 
especially Social Security and Medicare (see Chapter 16), and on payroll. We will examine these debates in 
greater detail in Chapters 11 and 14. Largely ignored in these controversies have been tax expenditures. In the 
twenty-first century, all types of social programs must be considered in devising an equitable solution to rising 


public budgets. 
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THE ORGANIZATION OF THE WELFARE STATE IN THE U.S. 


Although the welfare state appears complex in terms of benefits and eligibility criteria, most programs fall into 
one of the three categories previously described: public assistance, social insurance, or fiscal welfare. Table 5-1 
categorizes the core programs of the American welfare state and delineates the basic features of each. 


Table 5-1 


Type of Program 


Funding Source 


Organization of the Welfare State in the U.S. 


Who Benefits 


Public assistance 


Medicaid 


Supplemental Security Income (SSI) 


Social insurance 


Social Security 


Medicare 


Disability Insurance 


Fiscal welfare 


Tax expenditures for pensions 


Health Insurance deductions 


Home mortgage interest 


Income tax; State tax 


Income tax 


Payroll tax paid by workers and employers 


Payroll tax paid by workers and employers 


Payroll tax paid by workers and employers 


Tax break for employees and employers 


Tax break for employees 


Tax break for home owners 


Health insurance for poor and low-income 
people 
Income for aged, blind, and disabled poor; 


may also receive Medicaid 


Income for workers at age 62 or older and 


dependents 


Health insurance for Social Security recipients 


and spouses at age 65 


Income for any disabled worker who has 
contributed to Social Security; also eligible for 
Medicare 


Companies that may pay reduced taxes and 


workers who save for retirement 
Workers who have employer health insurance 


Home owners 
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Income Support 


Social Security system In 2015 more than 56 million Americans received Social Security benefits (Social 
Security Administration, 2016a). As Figure 5-1 shows, Social Security is currently the single most important 
source of income for older people (Social Security Administration, 2016b). 


Figure 


5-1 distribution). 
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Income for the Population Aged 65 and Over, by Source, 2010 (percent 


3% 
11% Other 
Asset income 


18% 
Government and 
Private Pensions 

(excluding Social Security) 


37% 
Social Security 


30% 
Earnings 


Source: U.S. Census Bureau (2014b). 


Older people of color are especially dependent on Social Security in retirement. Nearly three-fourths of 
African American and Hispanic seniors rely on Social Security for more than half of their income. Further, 49 
percent of African Americans and 55 percent of Hispanics depend on Social Security for more than 90 
percent of their income. It is not surprising, then, that support for Social Security is especially strong among 
minority elderly. The “Diversity in the Aging Experience” feature describes racial and ethnic variations in 
attitudes toward Social Security. 

Because Social Security is a social insurance program, all who contribute receive benefits as a right. Social 
Security also pays benefits to widows, as Figure 5-2 shows. Benefit levels are determined by a formula that 
reflects the length oftime worked and the amount of wages earned. As a result, people who have low earnings 
while they are working ultimately receive lower benefits than high earners when they retire. 


Figure 5-2 Social Security Benefits by Type of Recipient, 2010. 


3 8% 
1% Wives and husbands 
Children 


12% 
Widows, widowers, 
and parents 


15% 
Disabled workers 


64% 
Retired workers 


Source: Social Security Administration (2011). 


The term replacement rate refers to the amount of preretirement pay that is replaced by the Social 
Security retirement benefit. For example, a worker who earned an average of $35,000 yearly and who retired 
at age 66 would receive a benefit that was 37 percent of his or her final pay, or $13,000 a year. To compensate 
for the inequity stemming from the labor market, Social Security provides higher replacement rates to low 
earners. People with higher lifetime earnings have lower replacement rates. For example, a high-wage earner 
has a replacement rate of just 28 percent whereas a low-wage worker has a replacement rate of 78 percent 
(Koitz, 1996a). Giving low-wage workers higher replacement rates eases the effect of market inequity to some 
extent, but it doesn’t eliminate inequality. Although replacement rates are higher for the poor, actual benefits 
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remain lower than those of wealthier individuals. As an example, average Social Security benefits for low 
earners, average earners, and high earners from 2001 and project benefits for 2030. In 2001 a low earner who 
retired at 65 would receive $637 a month, while the highest earner would receive $1,538 (U.S. Census 
Bureau, 2005b.) 


Benefit levels are also determined by age of retirement. When Social Security was enacted in 1935, the 
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age of eligibility for benefits, called the Full Retirement Age, was 65. In 1956 (for women) and 1961 (for 
men), workers were allowed to retire at age 62 with a benefit cut of 20 percent. In 1983, Congress gradually 
increased the Full Retirement Age from 65 to 67 and increased the penalty for early retirement from a 20 
percent cut in benefits to 30 percent, which was to be phased in gradually in the future. 


© Bob Cross/Getty Images 


RACIAL AND ETHNIC DIFFERENCES IN SUPPORT FOR SOCIAL SECURITY 


survey of Americans attitudes toward Social Security found that a large majority have favorable views 


and feel that the program will be important to them when they retire. Regardless of race or ethnicity, more 
than 80 percent of Americans of all ages believe that Social Security is important to ensure that older people 
have a dependable source of income, nearly 80 percent don’t mind paying Social Security taxes, and over 
three quarters believe Social Security benefits should be increased. 

Attitudes do vary by race and ethnicity on some issues. Seventy percent of whites see Social Security as 
the foundation of their retirement compared to 82 percent of African Americans and 81 percent of 
Hispanics. African Americans are also most likely (90%) to agree that we should preserve Social Security by 
increasing taxes but 84 percent of Hispanics and 81 percent of whites also agree. Finally, 84 percent of 
whites and Hispanics and 91 percent of African Americans say they do not mind paying Social Security 
taxes because the program provides security and stability to millions of workers. Table 5-2 shows attitudes 
toward Social Security by race and ethnicity. Overall, this survey indicates that Americans value Social 
Security and want to see the program strengthened. 


Table 5-2 


African 
Question: All White American Hispanic 
Social Security is the foundation of my retirement 72% 70% 82% 81% 
Should preserve Social Security by increasing taxes 82 81 90 84 
Do not mind paying Social Security taxes 84 84 91 84 


Source: Tucker (2013). 


What Do You Think? 


1. Would you be willing to pay higher taxes to ensure that future generations will have the Social Security 
benefits they have earned? 
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2. Do you have confidence that Social Security will be there for you when you grow old? 
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What, then, is the best age to take your Social Security benefits? To maximize income in old age, it is best 
to work until you are 70. That’s because of the Delayed Retirement Credit. The Delayed Retirement Credit 
was first introduced in 1972, and it increased benefits for people who waited beyond the full retirement age to 
claim benefits. The Delayed Retirement Credit has gradually increased and Social Security benefits now rise 
by 8 percent a year past the Full Retirement Age until age 70. Table 5-3 provides a simple example of how the 
Delayed Retirement Credit works. An individual who retires early at age 62 would receive a monthly Social 
Security benefit of $568, while the individual who waits until age 70 would receive almost double that 
amount, $1000 a month. The lesson is to work as long as you can and hold off taking benefits for as long as 


your health allows. 


Table 5-3 An Example of Monthly Social Security Benefits by Claiming Age 


Claiming Age Monthly Benefits 
70 $1,000 
67 $818 
65 $707 
62 $568 


Source: Munnell (2013:4). 


Supplemental Security Income (SSI) Supplemental Security Income (SSI) is an income supplement program 
funded by general tax revenues (not Social Security taxes). It is available to aged, blind, and disabled people 
who are very poor and provides cash to meet basic needs. 

In 2015, 8.3 million people received SSI payments. Among these recipients the vast majority, 84 percent, 
qualified because they were disabled. Another 15 percent qualified on the basis of age and low income and 1 
percent because they were blind (Social Security Administration, 2016b). 
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RESTRUCTURING PUBLIC PENSION PROGRAMS IN EUROPE 


ince the 1980s, many nations have sought to reduce expenditures on public pensions by encouraging 


greater private responsibility for income security in old age. Sweden has had a basic, flat pension coupled 
with earnings-related pensions for all workers funded through payroll taxes. These taxes also pay for 
disability benefits and coverage for widows and orphans. In 1994 Sweden revised its public pension 
program and added new mandatory private savings accounts. Individuals and employers “contribute” to 
these accounts during their working years and receive pension credits with benefits based on lifetime 
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earnings (Anderson et al., 2008). Although Sweden’s pension reform seemingly has shifted responsibility 
for retirement income from the public sector toward the individual, balances in individual accounts are 
protected by the government (Schulz and Binstock, 2006). Thus, Sweden retains a substantial amount of 
government responsibility for the well-being of the aged. 

Similar pension reforms have also taken place in other European nations. Italy has adopted pension 
reform that is similar to Sweden’s (Schulz and Binstock, 2006). In 2000, Germany restructured its pension 
system, cutting public pension benefits from 70 percent of average wages to 67 percent, while offering 
substantial tax breaks and subsidies to encourage workers to deposit 4 percent of their earnings into a 
private pension fund (Jochem, 2008). In 1997, France passed a law authorizing private firms to establish 
employee pension funds. The public pension system remains protected, however, because these 
contributions are not deducted from the payroll taxes that fund it (Gilbert, 2002). 

Although some European countries have introduced or expanded private options, the structure of social 
insurance remains intact. What is happening is a modest trend toward greater reliance on private funds in 
some countries. 


SSI includes several features that make it inadequate for protecting the poorest elderly. One problem is 
that the federal minimum SSI benefit is well below poverty level. In 2016, the highest federal SSI payment 
was $733 a month for an individual and $1,100 a month for a couple (Social Security Administration, 2016b). 
Some states add a supplement to these federal minimums, which amount to only 75 percent of poverty-level 
income for an individual and 89 percent for a couple. Thus, even those who receive the benefit remain poor. 
Another problem is that SSI payments are reduced by one-third if the recipient lives with a relative. This 
penalizes elderly women, who are more likely than men to move in with relatives because of limited income, 
failing health, or both. The overall growth of the program is mainly due to the increase in the number of 
disabled recipients, most of whom are young. In 2015, 16 percent of SSI recipients were children and 58 
percent were adults aged 18 to 64 (Social Security Administration, 2016b). Many older people are unwilling 
to endure the humiliating scrutiny of a means test. 
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Tax expenditures for pensions Tax expenditures for employer pensions have played an important role in 
expanding private pension programs. As early as the 1930s, the tax code encouraged firms to introduce 
pension plans for their employees by allowing them to accumulate contributions to these plans tax free. 
Amendments to the tax code in the 1940s increased the tax advantage on money paid into pension funds and 
on interest generated by those funds (Quadagno and Hardy, 1996). These are several different tax 
expenditures for pensions. One is an Individual Retirement Account or IRA. Another is a 401K. In these 
plans individuals are allowed to make a contribution which employers may match. Funds put into a 401K are 
deducted from taxable income. In 2014, the maximum an individual under age 50 was allowed to contribute 
to a 401K was $17,500. People age 50 and older could contribute an additional $5,500 in “catch-up” funds to 
help them save for retirement. 


Health Care 


Like the programs for income in retirement, the programs for health care are divided among the categories of 
social insurance, public assistance, and fiscal welfare. 
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Medicare has greatly improved access to health care for 
older people. 


© Rolf Bruderer/Getty Images RF 


Medicare Congress enacted Medicare in 1965 as a national health insurance program for all people 65 or 
older who are eligible for Social Security. It is a social insurance program granted as an automatic right to all 
qualified workers and their spouses. 

Medicare has four parts. Medicare Part A is hospital insurance paid for through payroll taxes. It covers 
hospitalization for up to 90 days for a “spell of illness” plus a one-time supply of 60 “lifetime reserve days” that 
can be used to extend the covered period. The first 60 days of a spell of illness are almost fully covered by 
Medicare. However, individuals are required to pay $1316 (in 2017) of the costs themselves. Should a hospital 
stay last longer than 60 days, an individual has to pay $329 a day (in 2017) (Medicare.gov, 2016a). 

The limitation on payments for a lengthy hospital stay is designed to discourage the use of hospitals for 
recovery. People who need extensive care to recuperate from surgery or illness are sent to a nursing home. 
Medicare Part A also pays for nursing home care after a hospital stay that has lasted at least three days, home 
health care, and hospice care. 
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Medicare Part B is an optional program that pays for 80 percent of the cost of physician office visits. Over 

98 percent of all Medicare beneficiaries elect Part B. Part B also pays for some diagnostic tests, medical 

equipment (like wheelchairs, oxygen, and walkers), and physical and occupational therapy. Beneficiaries pay a 

monthly premium of $121 (in 2016) with higher income people paying as much as $389 (Medicare.gov, 
2016b). 
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THE PATIENT PROTECTION AND AFFORDABLE CARE ACT OF 2010 AND 
MEDICARE 


he Patient Protection and Affordable Care Act (ACA) consisted of a series of reforms that were 


intended to generate savings for Medicare and improve the care that Medicare beneficiaries receive. One 
important provision was designed to reduce unnecessary readmissions to hospitals. To achieve this goal, the 
ACA sought to help hospitals smooth transitions for patients and reward hospitals that succeeded in 
reducing avoidable readmissions. This provision was not only designed to improve the quality of care for 
Medicare beneficiaries with chronic conditions but also reduce Medicare costs. The ACA also tried to 
improve care by penalizing hospitals where patients have high rates of conditions like bedsores, 
complications from extended use of catheters, and injuries caused by falls. The positive effects of these 
provisions was intended to save taxpayer dollars and improve the overall quality of hospital care. The 2016 
election of Donald Trump as President put the fate of the ACA in jeopardy, and the Republican Congress 
has promised to delete many provisions or rescind the act entirely. 


What Do You Think? 


1. What can hospitals do to reduce readmissions of patients? 


2. What can hospitals do to make sure that patients don’t get bedsores? 


In 1996 Congress added a new option, Medicare Part C, also called Medicare Advantage. Medicare 
Advantage allows people to choose a private health insurance plan instead of traditional Medicare. Many 
people who choose Medicare Advantage plans enroll in health maintenance organizations (HMOs) that often 
provide extra benefits and lower co-payments than the traditional Medicare program. In 2016, more than 17 
million Medicare beneficiaries chose Medicare Advantage plans (Centers for Medicare and Medicaid Services 
[CMS], 2016). 

Another change to Medicare was the Medicare Modernization Act of 2003, which added a prescription 
drug benefit to Medicare. This benefit is called Medicare Part D. Part D pays some but not all medications 
for older people. It pays 75 percent of costs up to $2,500 each year. Coverage then stops until the individual 
has spent another $3,700, the so-called doughnut hole. After that Medicare pays 95 percent of all costs 
(Medicare.gov, 2016c). 

Before Part D many low-income elderly had no way to pay for medications their doctors had prescribed. 
They had to choose between food or prescription drugs (Madden et al., 2008). To save money, many poor 
elderly people engaged in what are called “cost-coping behaviors.” They would 
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split pills in half, share pills, or skip taking pills on some days (Hsu et al., 2008). Thanks to Part D, more 
than 90 percent of Medicare beneficiaries now have comprehensive prescription drug coverage compared with 
only 38 percent just 10 years ago (Goldman and Joyce, 2008). However, because of the doughnut hole and 
coverage gaps, older people still pay thousands of dollars for needed prescription drugs. The consequence is 
that some people are still forced to cut back on their medications when they have reached the point where 
they have to pay the full costs themselves (Stuart et al., 2005). 

Medicare has been an enormous boon for the aged. Before Congress passed Medicare, few older people 
had health insurance. Yet even with Medicare, many health care needs remain uncovered. In 2015 elderly 
people with income below the poverty level spent 35 percent of their income on health care (Leatherby, 2016). 
Another problem is that Medicare does not cover people who retire before they reach 65. People aged 55 to 
64 who are unemployed, retired, or employed in jobs that do not provide health insurance can find it very 
difficult to obtain health insurance at an affordable price. Medicare costs have also been rising for decades. 
“An Issue for Public Policy” discusses the measures included in the Affordable Care Act of 2010 to improve 
the quality of care and reduce costs. 

Because so many expenses are not covered by Medicare, many older people purchase Medigap policies 
from private insurance companies. Nearly three-fourths of people 65 or older have some form of Medigap 
coverage. Medigap premiums can be as high as $4,000 a year, depending on age and health, so it is not 
surprising that poor people are less likely to have these policies. 

Table 5-4 reports on health care coverage among people 65 and older. About one-quarter of people 65 to 
74 have only Medicare, with no Medigap private insurance coverage. The number is even higher among 
people 85 and older. Older people who are uninsured or have only Medicare coverage are more likely to delay 
going to a doctor when they have a health problem or to do without medical care entirely (U.S. Census 
Bureau, 2005b). 


Table 5-4 Health Care Coverage among People 65 and Older, by Type, 2000 


Age Coverage Percentage Covered 

65-74 Private 62.7% 
Medicaid 7.7 
Medicare only 26.3 

75-84 Private 64.6 
Medicaid 12 
Medicare only 26.3 

85 and over Private 59.5 
Medicaid 8.6 
Medicare only 30.9 


Source: U.S. Census Bureau (2005b). 


Medicaid In the same year that Congress enacted Medicare, it also established Medicaid, a program of health 
insurance for the aged, blind, and disabled poor. Over the past half-century, Medicaid has expanded to cover 
many more people. Medicaid currently is the fourth largest program in the federal budget and is the primary 
public health insurance benefit for low-income people, covering over 63 million Americans, approximately 20 
percent of the population (Olson, 2010). Medicaid beneficiaries include pregnant women, children and 
families, individuals with disabilities, and poor Medicare beneficiaries (Thompson, 2012). Without Medicaid, 
most beneficiaries would be uninsured or lack coverage for services they need. The program has become even 
more important since the enactment of the Patient Protection and Affordable Care Act of 2010, which has 
extended Medicaid benefits considerably (Quadagno, 2014). Since 2014, Medicaid has covered nearly all 
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people under age 65 with household incomes at or below 138 percent of the federal poverty level ($14,856 per 
year for an individual and $30,657 per year for a family of four in 2012) (Grogan, 2014). Medicaid pays for a 
variety of health care services, including acute care services, 
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hospitalization, diagnostic testing, physician visits, and prescription drugs. Medicaid also pays many of the 
costs Medicare does not cover as well as paying for nursing home care. 

A limitation is that Medicaid reimburses physicians for their costs at rates lower than the fees they charge 
their private-pay patients and prevents them from billing their patients for any uncovered portion of the bill. 
Although Medicaid payment rates and enrollments have increased somewhat during the early 2000s, the 
proportion of physicians who accept Medicaid patients has declined. Physicians also are reluctant to see 
Medicaid patients who often have complicated behavioral health, transportation, and social service needs that 
require a great deal of physician and staff time (Casalino, 2013). As a result, care of Medicaid patients has 
become increasingly concentrated among a smaller proportion of physicians who practice in large groups, 
hospitals, academic medical centers and community health centers (Cunningham and May, 2006). 


Tax expenditures for health insurance The U.S. is the only Western nation that lacks national health insurance 
for all citizens. Instead, it has used the tax code to encourage employers to provide health insurance. The tax 
code allows employers to deduct expenditures for the health insurance they provide. Instead of giving an 
employee a higher salary to defray the cost of health insurance premiums, the employer pays the premiums, 
which are not counted as wages for tax purposes (Gruber, 2000). The Affordable Care Act of 2010 is designed 
to reduce the number of uninsured and control health care costs. It allows young adults up to age 26 to remain 
on their parents’ health insurance plans and will extend subsidies to more people to help them purchase health 
insurance. If the ACA is rescinded, it is almost certain that many people will lose their health insurance. 


Support for the Disabled 


Disability insurance Retirement is not the only major change that workers may confront as they grow older. 
People sometimes become disabled before they reach retirement age. Consider the case of Estelle Guitierrez, 
who had worked on the assembly line of a canning factory for 31 years. At the age of 52, she developed a heart 
condition that made it impossible for her to stand eight hours a day on her feet. Because she was no longer 
able to do her job, Estelle was eligible for Disability Insurance (DI) benefits. Although she was only 52, she 
received the same amount she would have received in Social Security benefits had she been 65. 

Disability Insurance is part of the Social Security system. It insures workers against the loss of income 
should they become physically or mentally disabled. In 2014 the maximum DI monthly benefit was $2,663 
(Social Security Administration, 2015). For purposes of Disability Insurance, a person is disabled if he or she 
is unable to engage in any “substantial gainful activity” because of a physical or mental impairment expected to 
cause death or to last at least 12 months. 

Physicians are involved in determining whether an applicant for DI meets the criteria for benefits. The 
problem is, determining disability requires knowing not only what the individual’s impairment is but what 
abilities his or her job requires. Confounding the problem is the fact that many people have no clear organic 
impairment. Complaints such as lower back pain, chronic fatigue syndrome, whiplash, repetitive strain injury, 
and chest pain may not involve detectable damage. Furthermore, some people with a given impairment, such 
as repetitive strain injury, may be able to work but others may not, depending on their tolerance for pain and 
the type of work they do. Because disability is a flexible concept, disability rates fluctuate over time. For these 
reasons determining who has a disability is often difficult and subjective (CBO, 2010). 

Benefits are paid to the disabled worker and to his or her children under age 18, to the aged spouse, or to a 
spouse of any age who is caring for an eligible child. Once an individual is awarded disability benefits, he or 
she may continue to receive them until (1) death, (2) conversion to regular Social Security benefits at age 65, 
or (3) medical recovery or return to work. After 24 months of being disabled, an individual is also eligible for 
Medicare. Although workers of all ages are eligible for DI benefits, more than 60 percent of those who receive 
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them are older than 45. Thus, the DI program operates as a de facto retirement system. 
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SSDI disability SSDI is a program for the aged, blind and disabled poor. Some people with disabilities have 
never worked for wages or have not worked long enough to qualify for the Social Security Disability Insurance 
program. For example, Michael Cancion was a 19-year-old college sophomore when he suffered a spinal cord 
injury in an auto accident that left him paralyzed from the waist down. Because he had worked only a few 
part-time jobs before his accident, he was ineligible for Disability Insurance. Michael’s support comes from 
Supplemental Security Income. Receipt of SSI benefits also means he is eligible for Medicaid. 


Work disincentives Most people who enter the disability programs never leave, although surveys show that 
two-thirds of working-age persons with disabilities want to work. One reason people remain on disability is 
that they fear losing their jobs. They also fear that they may not earn enough to survive. These fears are 
realistic, for disabled people do have unstable employment and often work in jobs that pay only minimum 
wages. Many can’t risk giving up disability benefits to take a job and then find they are out of work six months 
later. The DI program itself does little to help people with disabilities find employment. 

As with the Disability Insurance program, the fear of losing health insurance prevents many SSI 
beneficiaries from seeking work. Although SSI is run by the federal government, Medicaid is a joint federal- 
state program. That means that the rules about Medicaid eligibility vary enormously from state to state. In 
some states, SSI recipients risk losing all health insurance when they find a job. Many SSI recipients state that 
the fear of losing Medicaid is greater than the fear of losing the cash benefits (CBO, 2010). 


Long-Term Care 


Most people 65 or older are physically active and able to care for themselves. With advancing age, however, 
the prevalence of disability rises steeply. The oldest-old, those age 90 and older, are the fastest growing age 
group in the U.S. A high percentage of this group experiences some difficulty with Activities of Daily Living 
(ADLs), including 71 percent of 90-94-year-olds, 89 percent of 95-99-year-olds, and 97 percent of 
centenarians. The ADL most commonly causing difficulty was walking (70%) whereas bathing was the ADL 
most commonly causing dependency (51%) Should be (Berlau et al., 2009). Those with multiple disabilities 
need long-term care. Long-term care refers to the range of services and supportive living environments that 
help the elderly and disabled live independently. It also refers to institutional care for those who need more 
extensive help. Ideally, long-term care services should track clients over time and include an array of health, 
mental health, and social services that fulfill a range of needs. Because the U.S. has no national long-term-care 
program, this ideal has not even been partially realized. Instead, limited services are available; service provision 
is fragmented, divided among several programs, and underfunded; and many needs remain unfulfilled. 


Medicare's long-term-care benefits Medicare pays a tiny, though rapidly growing, proportion of long-term-care 
expenditures. One type of long-term-care service is home health care. Medicare provides for a limited amount 
of home health care, but there are strict rules about who can receive such services. They must be provided by a 
physician with the expectation that the patient can be rehabilitated. Care for chronic illnesses such as arthritis 
and Parkinson’s disease, in which the goal is to slow the pace of deterioration, is excluded. Patients who need 
home care must be confined to their homes, and their mobility must be considerably impaired. Otherwise, 
they are expected to go to an outpatient facility for treatment (Kaye et al., 2010). People who show no 
improvement lose their benefits. Medicare does not pay for general household maintenance such as laundry, 
grocery shopping, or other home care services that help people manage their daily lives. 

The objective of paying for rehabilitation for those who can get well but not for those who cannot recover 
is to save money. In the long run, however, 
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the costs of such an approach may be greater. For example, a person suffering from a degenerative disease 
such as multiple sclerosis might stay mobile and active much longer with regular physical therapy. Without 
therapy, that person might become wheelchair-bound and need more intensive personal care. 


Medicaid’s long-term-care benefits ‘The main source of public funding for long-term care is Medicaid. In 2011, 
Medicaid was the primary payer for over 63 percent of nursing facility residents (Henry J. Kaiser Family 
Foundation, 2013). Although Medicaid does pay for the costs of long-term custodial care in a nursing home, 
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these benefits are provided only to low-income aged who sufficiently spend down their assets to qualify 
(Grogan and Patashnik, 2003). In 2000 the Medicaid program spent more than $31 billion on nursing home 
care and $4.9 billion on home and community-based services (Rich, 2002). Most older people would prefer to 
receive services in their own home rather than go to a nursing home, and in the past decade, there has been a 
shift toward services. 

The Medicaid payment system also fosters inequality in the treatment people receive. Many nursing 
homes have separate wings for Medicaid and private-pay residents. In the Medicaid wing “as many as four 
residents share a room and bath in surroundings that are relentlessly functional—metal beds, plastic utensils, 
linoleum floors.” In the non-Medicaid wing, by contrast, “the halls are carpeted and the dining room tables 
may gleam with real china and glassware; each resident has a room and bath to herself” (Margolis, 1990:167). 

In 1981, in response to concerns that Medicaid was encouraging unnecessary institutionalization, 
Congress allowed states to apply for waivers so they could experiment with innovative ways to provide 
services. The Home and Community-Based Waiver Services Program (HCBS) allows states to provide the 
poor and the disabled with a variety of services, including homemaker services, respite care, day care, meals- 
on-wheels, physical therapy, and help with chores. By 2005, all 50 states had HCBS waivers. In 2006, 
Congress created the Money Follows the Person (MFP) program, which provides states funds to move 
Medicaid beneficiaries who reside in nursing homes back to their own homes or to alternative community 
housing. The problem is that states have found it difficult to implement the program because of a lack of 
appropriate housing, an insufficient number of well-trained workers to provide services to individuals leaving 
nursing facilities, and an inadequate network of home-and-community-based services. 

In most Western nations, basic coverage of health care services for the aged is inseparable from the health 
care benefits available to the population as a whole. In Great Britain, the National Health Service (NHS) 
administers health services funded by compulsory contributions to a national insurance fund. In Canada, the 
federal government provides revenues to the provincial health ministries, which have responsibility for health 
care services. In Norway, as in Denmark, Sweden, and Finland, health care is a public responsibility that is 
financed by individual taxes and payments from employers (Schoen et al., 2010). Unlike the U.S., in none of 
these countries is health care for older people distinguishable from care provided to other population groups. 

Many countries also provide special care for the frail elderly, often in combination with other social 
services. In the United Kingdom and Australia, long-term care has shifted away from nursing homes and 
residential care as the main environments and toward community care models designed to allow elders to 
remain in their own homes as long as possible (Bernard and Phillips, 2000; Howe, 2000). Germany and Japan 
now have the two most progressive and innovative models of long-term-care insurance anywhere. In Germany 
the elderly qualify for support based on physical need and may receive either cash or services (Lassey and 
Lassey, 2001). The program also supports home and community-based services, and the majority of 
beneficiaries receive long-term-care services outside of nursing homes (Cuellar and Wiener, 2000). In 2000, 
Japan implemented a mandatory long-term-care insurance system that covers both care in a nursing home and 
care in an individual’s own home (Campbell and Ikegami, 2000). 
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Most countries also have begun to recognize the importance of informal caregivers in their visions of long- 
term care and have begun to implement services to support caregivers. Indeed, Germany’s system pays cash 
benefits to informal caregivers as a way to encourage family caregiving (Schunk and Estes, 2001). Australia 
and Denmark pay family caregivers directly in order to compensate (though inadequately) for lost 
employment earnings. Australia, Great Britain, and Germany offer respite services to informal caregivers 
(Merlis, 2000). International policies and programs designed to meet the coming challenges of population 
aging must inevitably be evaluated in terms of their impact on the economy as well as the larger issues of social 
justice and the well-being of the aged. 


Private long-term-care insurance Another option for long-term-care services is private insurance. Long-term- 
care insurance policies may cover everything from home and community-based care to nursing home care. 
The cost varies according to the type of policy purchased, the age of the person at the time it is purchased, and 
the person’s health. 
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Although private long-term-care policies have been available since the early 1980s, few people have 
purchased these plans (Brown and Finkelstein, 2011). There are several reasons why private long-term-care 
insurance has not become popular: 


® Until 1996 there were no tax incentives to purchase long-term-care insurance as there are for regular health 
insurance. Although people who purchase long-term-care insurance can now receive a tax credit for the 
premiums they pay, the amount they save on taxes is modest. 

» Another problem has been a lack of regulation to ensure that the plans are financially stable and pay the 
promised benefits. People lose confidence when they see examples of fraud and abuse. Some companies 
have dropped their plans, while others have failed to provide promised services. 


People should purchase long-term-care insurance when they are in their 40s and 50s when the cost is not as 
high as it is for older people. During those years, however, most families are paying for college tuition for 
their children and trying to save for retirement. Long-term-care insurance is thus a low priority. 


People who have serious health problems and are most in need of long-term-care insurance are often 
denied coverage. 


As people age, their health care needs generally increase. Whether, and under what circumstances, these 
needs are met, however, is as varied as are health policies throughout the world. Elderly people in most 
developed countries have substantial access to high-quality Western medicine whenever need arises. In other 
countries, availability of and access to even basic medical services for elderly people (or for individuals of any 
age) is far less predictable. 


Social Services 


Medical services help keep people healthy; nonmedical services allow people to remain independent, living in 
their own homes. In the U.S., social services are divided between those available to all elderly through the 
Older Americans Act (OAA) and those available only to the elderly poor through Medicaid waiver programs, 
as described earlier. 


The Older Americans Act Passed in 1965, the Older Americans Act provides a number of services intended to 
enhance independent living, including congregate meals (group meals at a chosen site such as a senior center), 
personal care and nursing services, day care, chore services, and meals-on-wheels (Rill, 2011). In the “In Their 
Own Words” feature, an elderly woman describes how crucial her local Meals-on-Wheels program is to her 
well-being. 

The OAA also provided funding for senior centers, community-based facilities that provide meals and 
social activities. Most communities now have senior centers. Indeed, senior centers are the most widely used 
service created by the Older Americans Act. People are drawn to senior centers because of their meal 
programs and their health maintenance services. The number of senior centers increased considerably from 
the 1970s to the 1990s. In the early 70s there were about 1,200 centers. By the 
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mid-1990s, there were more than 15,000 senior centers throughout the nation. One recent study of senior 
center participants found that the majority (62%) were young-old, most (69%) were female, and 89% were 
white. Forty-six percent were married, 28 percent widowed, 16 percent divorced, and 9 percent single. This 
may not be typical, however, and other centers may cater to a different population (Rill, 2011). 
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Senior centers attempt to reach out to provide services to the minority elderly. 


Source: The George F. Landegger Collection of Alabama Photographs in Carol M. Highsmith’s America, Library of Congress Prints and 
Photographs Division [LC-DIG-highsm-07230] 


Housing Housing policy in the U.S. today consists of three components. The first is the tax expenditure 
component of housing policy, a mortgage-guarantee program that allows home owners to deduct mortgage 
interest from taxable income. The second component of housing policy is a modest subsidy program, which 
increases the housing supply for the poor by encouraging developers to construct low-income housing and by 
subsidizing rents for poor people (Liebig, 1998). The subsidy program began in 1974 when the federal 
government sought to expand the supply of low-income housing through a provision known as Section 8. 
Section 8 encouraged nonprofit sponsors to develop rental units and provide rental assistance for low-income 
households. Since that time, more than 300,000 rental units have been built for ambulatory, moderate, and 
low-income elders. Among households receiving federal rent subsidies, nearly one-fourth are elderly. There is 
also a small public housing program for the poor. A disproportionate share of this benefit also goes to the 
elderly. In 1995, 45 percent of the nation’s public housing units were occupied by older people (Liebig, 1998). 
Because housing is a core component of independent living, an ideal housing policy would 
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provide a continuum of services ranging from programs for people who are largely independent to 
institutional care for those fully disabled. Although an objective of the Older Americans Act was to provide 
suitable housing for all older people, the prospects for achieving this have become more remote every year. In 
practice, only the people at either end of the spectrum are supported. 


In Their Own Words 


© McGraw-Hill Education/Andrew Resek 
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Relying on Meals-on-Wheels 


I used to go the (the food bank), but they just gave me too much food.... So I signed up for (county meal 


service). I eat a lot of meat now, much more than I would buy. My girlfriend says they only give you what’s 
healthy, and I eat it all except the salad. It uses that iceberg lettuce, and I don’t like it.... If it wasn’t for the 
(county meal service), I probably wouldn’t be able to get food. 


Source: Abramson (2015:51). 


The provision of long-term care in housing and social services is an issue that will become even more 
compelling in the twenty-first century. We discuss this issue in more detail in Chapter 9. Although the U.S. is 
poorly prepared, Denmark provides a model for optimal long-term-care planning. 

Denmark has been a pioneer in designing and implementing a long-term-care program that promotes 
home care and reduces institutionalization. Unlike many countries, which provide social welfare mostly in the 
form of cash benefits, Denmark provides extensive social services, especially for children and the elderly. In 
Denmark public policy supports “the old people’s possibilities of staying in independent homes as long as 
possible” and maintains “the elderly in an active daily life to prevent them from being placed in nursing homes 
or other institutions” (Plovsing, 1992:14). 

In Denmark long-term care services are offered in a variety of settings. These include care in a 
conventional nursing home, care in modern close-care accommodations, which are subsidized housing for 
older people that include care facilities and care staff, and care at home. In the close-care accommodations, 
housing areas are separated from care services areas. Residents have to pay monthly rent and have access to 
benefits with costs based on income. Home help can be granted on a temporary or permanent basis. 
Temporary assistance may include some costs but is free for people with the lowest income (Schulz, 2010) 

As the specter of population aging has fueled debates in the U.S. about whether to cut Social Security and 
Medicare, questions have been raised about whether present eligibility criteria, which favor age over economic 
need, are the most appropriate. In the next section, we discuss the debate over age versus need. 


THE AGE versus NEED DEBATE 


From the 1930s until the 1980s, the aged, many of whom were poor, were seen as deserving recipients of 
social benefits in this country. Age became the major criterion for determining eligibility for more than 134 
programs for income support, health, and social services (Binstock, 1994a). As the economic status and health 
of older people improved, the public consensus that age should be the sole basis for determining eligibility for 
social benefits began to erode. The suggestion that eligibility for 
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programs and services be based on need rather than age was first proposed by the social gerontologist Bernice 
Neugarten (1979). According to Neugarten, age had become increasingly irrelevant as a predictor of lifestyle, 
and programs designed around this criterion were falling short of the mark. 

The debate over age versus need has remained the subject of controversy for the past four decades. There 
are a number of arguments in favor of eliminating age as a criterion for receiving benefits. Proponents of a 
need-based policy contend that age-based policies create tensions between the young and the old. They 
contend that promoting programs for one age group not only appears selective and biased but also stigmatizes 
an entire group of people as poor, frail, lonely, or depressed (Skinner, 1997). Need-based programs, they 
argue, would reflect a more caring and ethical response to the nation’s most disadvantaged citizens and reduce 
generational inequity in the distribution of societal resources. 

In contrast, those who favor providing benefits based on age point with pride to the success of Social 
Security and Medicare. They argue that these programs enjoy strong public support because people do not 
have to endure humiliating scrutiny of their income and assets to prove they are eligible. People receive 
benefits when they reach the age of eligibility. As a result, Social Security and Medicare are very popular. In 
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one national survey, the vast majority of people in the U.S. said they believe that the government is spending 


too little or just the right amount on Social Security (Quadagno and Pederson, 2012). Further, most people 


recognize that these programs have reduced poverty and improved access to health care for older people. 


Finally, age-based programs do not only benefit the aged but everyone within families. Knowing their parents 


and grandparents have income and health security reduces the emotional and financial burden on younger 


generations. 
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LOOKING BACK 
1. What kinds of welfare programs are available to older people in the U.S.? There are three types of welfare 


programs. Public assistance is a minimal means-tested benefit for the poor, paid for by income taxes. Social 
insurance provides benefits as an automatic right to all who have contributed. Payment comes from payroll taxes. 
Fiscal welfare operates through the tax system. It uses tax incentives to encourage savings for retirement, expand 
health insurance access, and encourage home ownership. 

What are the government-sponsored sources of income support for the aging? Social Security provides 
more than 40 percent of the income of older people. Individuals who contribute to the system by paying payroll 
taxes during their working years automatically receive benefits when they reach the age of eligibility. 
Supplemental Security Income (SSI) is a joint ‘federal-state program for the aged, blind, and disabled poor. 
Benefits are quite low, below the poverty level in most states, and many who are eligible fail to apply for such 
assistance because of the social stigma attached to means testing. 

What government health care programs serve the elderly? Medicare is a program of national health insurance 
for people over age 65 who are eligible for Social Security. Although Medicare is an important program for the 
aged, older people still pay a large and increasing share of their income for health care. Medicaid is a program of 
health insurance for the aged, blind, and disabled poor. It pays for a range of health care services as well as a large 
share of the cost of nursing home care. 

Which government programs protect the disabled? Two programs provide income for disabled people: 
Disability Insurance, which is one of the benefits of Social Security, and SSDI, which provides a minimal income 
for those who have not contributed to Social Security. Both programs contain work disincentives, since beneficiaries 
stand to lose health insurance coverage if they return to work. 

How is long-term care of the elderly financed in the U.S.? Long-term care refers to the range of supportive 
services and living environments that help the elderly continue to live independent lives for as long as possible and 
that provide institutional care when independent living is no longer feasible. In the U.S. long-term-care benefits 
are provided by a complex array of programs including Medicare, Medicaid, and services under the auspices of the 
Older Americans Act. Medicaid is the main source of public funding for long-term care. To discourage 
institutional care, during the past decade states have been allowed to use a portion of their Medicaid dollars for 
waiver programs to provide services in the home. Among the services offered are homemaker services, adult day 
care, meals-on-wheels, physical therapy, and help with chores. 

What social services does the Older Americans Act provide? The Older Americans Act also provides funds for 
a number of services including congregate meals, day care, and meals-on-wheels. Many of these services overlap 
with those provided by Medicaid waiver programs. Although services through the OAA were originally supposed 
to be available to all elderly regardless of income, scarce resources have meant that these services increasingly have 
been targeted to the elderly poor and to minorities. 


THINKING ABOUT AGING 


1. 


2. 


3. 


What percent of the income you earn during your working years do you think you will need when you 
retire? 
Should legal immigrant families be eligible to receive SSI? 
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What do you think is the best way to care for frail elderly people? Should families be responsible? How 
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much help should the government provide? 

4. Should the U.S. have a universal system of health care coverage that would treat all Americans, young or 
old, rich or poor, equally? 

5. What is your opinion of the Patient Protection and Affordable Care Act of 2010? Do you agree or 
disagree that it should be rescinded? 


KEY TERMS 


Delayed Retirement Credit 97 

Disability Insurance 91 

fiscal welfare 93 

Full Retirement Age 97 

Home and Community-Based Waiver Services Program (HCBS) 104 
long-term care 103 

means test 92 

Medicaid 91 

Medicare 91 

Medicare Modernization Act of 2003 100 
Medicare Part A 99 

Medicare Part B 99 

Medicare Part C 100 

Medicare Part D 100 

Medigap policy 101 

Money Follows the Person (MFP) 104 
Old Age Assistance 91 

Older Americans Act 91 

Patient Protection and Affordable Care Act of 2010 100 
payroll taxes 93 

public assistance 92 

replacement rate 95 

senior centers 105 

social insurance 93 

Social Security 91 

Social Security Act of 1935 91 
Supplemental Security Income (SSI) 97 
tax expenditures 93 


welfare state 92 


EXPLORING THE INTERNET 


1. The Center for Medicare and Medicaid Services is a government organization that provides information 
for beneficiaries and for health care providers. Go to the CMS website (http://www.cms.gov/) and click 
on the link for “Medicare.” Now answer the following questions: 


a. Which three groups of people are eligible for Medicare benefits? 
b. What are some of the services that Part B covers? 
c. What benefits does Medicare provide for prescription drug coverage? 


2. To learn how to calculate your Social Security benefits, go to https://www.ssa.gov/retire/estimator.html. 
Now answer the following questions: 
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a. Estimate your own retirement benefits. 
b. Will you receive cost-of-living increases once you start receiving benefits? 


110 


111 


130 


Chapter 6 


Biological Perspectives on Aging 


Chapter Outline 


Theories of Biological Aging 
Environmental Theories of Aging 
Developmental/Genetic Theories of Aging 

The Aging Body 
Diversity in the Aging Experience: Life Expectancy and Health Behaviors among Mormons 
Aging Around the World: International Variations in Active Life Expectancy 
Aging of the Exterior Body: Skin and Hair 
Aging of the Nervous System 
Aging of the Sensory Organs 
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M., older people enjoy staying active and participating in 


sports. 


Looking Ahead 


How do environmental hazards, developmental processes, and genetic tendencies contribute to the aging process? 
What is the difference between normal aging and pathological aging? 

How does aging change a person’s physical appearance and mental functioning? 

How does aging affect a person’s sensory organs? 

What effects does aging have on the bones, joints, and muscles? 


How does aging change a person’s sexual capacity? 


aan En > > 


What effects does aging have on the heart and blood vessels? 


wice a week Henry Sypniewski runs the hills near his home in Orchard Park, New York. That’s a 


pretty good training regimen for a 90-year-old runner, who was recently ranked first in the country in his 
age group. Henry has run more than 300 5k races, several half marathons, and one full marathon. He set 
a USS. record by finishing, and now plans to run another marathon sometime next year. His remarkable 
fitness provides support for the argument that behavioral and social factors can reduce the risk of illness 
and death in old age and even reverse the aging process. At the other end of the spectrum are people like 
Reverend Scott, who at age 71 is disabled by severe rheumatoid arthritis. Unable to work or drive a car, 
he maneuvers around his house in a battery-powered wheelchair (Ball and Whittington, 1995). His 
condition would appear to support an opposing view, that aging is inevitably characterized by an 
increased likelihood of disease and dependence (Manton et al., 2008). 

Most older people fit somewhere in the middle of the spectrum. They are neither running marathons 
nor wheelchair bound, and only a small fraction of their life before death entails illness and disability 
(Liang et al., 2008). Genetic, biological, and behavioral factors, as well as social factors such as 
socioeconomic status, gender, and race all 


IL 


influence how long people remain free of disease and dysfunction and how successful they are in 
slowing down the aging process. 


People differ not only in how they age but also in how they react to the changes taking place in their 
bodies. Some accept the changes gracefully. They view their wrinkles and gray hair as symbols of a life well 
lived. Others are devastated by the first gray hairs or the first tiny wrinkles that appear at the corners of their 
eyes. They may go to great lengths to hide these telltale signs of aging, by using creams and lotions that 
promise to provide a youthful appearance or by taking more aggressive measures, such as undergoing cosmetic 
surgery to eliminate sagging chins and bags under the eyes. People who are more concerned with physical 
health than with appearance may take megadoses of vitamins and herbs, convinced that such a regimen can 
slow or reverse the aging process. They are also likely to exercise regularly. Yet the proverbial fountain of 
youth remains elusive. 

Many theories attempt to answer the question, Why do we age? This chapter describes the more 
commonly proposed theories of aging and examines the normal processes of biological aging in selected 
systems of the body. It also examines the difference between normal aging and pathology, for as each body 
system ages, some pathological conditions occur. In this chapter we also consider the causes of age-related 
illness and explore preventative measures for improving health and functioning in later life. Throughout the 
chapter we consider the relationship between biological aging and its social consequences. 
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THEORIES OF BIOLOGICAL AGING 


A century before the Pilgrims arrived in the New World, the Spanish explorer Juan Ponce de León landed on 
the shores of North America intent on finding “the river, whose water rejuvenated the aged” (Achenbaum, 
1996:4). Although Ponce de Leén never found the fountain of youth, interest in increasing longevity remains. 
For centuries, philosophers and scientists have searched for a central mechanism that causes aging. The new 
explorers are armed not with ships and soldiers but with the tools of science. Like the explorers who preceded 
them, gerontologists are interested in understanding why people grow old and what can be done to reduce 
illness and disability in old age. The result of a better understanding of aging is a broader range of treatments 
and strategies for improving the quality of life of elderly people (Cristofalo, 1996). 

Most scientists now agree that aging probably does not have a single cause. The aging process occurs in 
part because of environmental factors and in part because of some genetically programmed purposeful process 
in which vulnerability to the environment increases over time as the body advances through a natural 
developmental process from adulthood to death. In this section, we focus first on the environmental theories 
of aging and then turn to a discussion of the developmental and genetic theories of aging. 


Environmental Theories of Aging 


Wear and tear theory An early theory of aging, first proposed in 1882 by the German biologist August 
Wiesmann, is the wear and tear theory. According to this theory, the body is analogous to a machine, like an 
old car or truck, that simply wears out (Cristofalo, 1988). 

The problem with the wear and tear theory is that it is difficult to test. Because we don’t know what 
constitutes normal wear and tear, we can’t predict the breakdown of various body systems (Hayflick, 1996). 
Another problem is that the idea of wear and tear implies that a more active organism should age more 
quickly. Yet the opposite is true in humans. Research clearly shows that low levels of physical activity are 
associated with an increased risk of death (Kaplan and Strawbridge, 1994). For these reasons, the wear and 
tear theory is now largely discredited. 


Somatic mutation theory The somatic mutation theory proposes that harmful or deleterious mutations, that is, 
genes that are incorrectly copied, will accumulate with advancing age, leading to an increase in pathological 
changes in body 
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systems. Somatic mutation theory first became prominent after World War II when scientists noted the long- 
term damage caused to people who were exposed to radiation from bombs (Bengtson et al., 2005). It does not 
take exposure to something as dramatic as a bomb to cause genetic damage, however. Over a lifetime, a 
person’s body is exposed to many external insults from air pollution, chemicals in food and water, and 
radiation. According to the somatic mutation theory of aging, these insults cause mutations (genetic damage) 
to somatic (body) cells. 

The somatic mutation theory of aging may explain variations between body systems in the process of 
aging. As we learn more about how environmental stressors affect the body, we will be better able to explain 
differences between body systems in the rate of aging. As a general theory of aging, however, the somatic 
mutation theory fails to explain basic processes of normal change. 


Developmental/Genetic Theories of Aging 


The autoimmune theory The basic function of the immune system is surveillance. It is the body’s army, 
constantly on alert, programmed before birth to recognize and destroy invaders. The invaders are foreign 
proteinlike materials called antigens, such as viruses, bacteria, or precancerous cells, that the immune system 
recognizes as nonself. The immune system creates antibodies to destroy antigens. 

The autoimmune theory of aging is based on two scientific discoveries. The first is that protective 
immune reactions decline with age, as the body becomes less capable of producing sufficient quantities and 
kinds of antibodies (Bengtson et al., 2005). For example, one hypothesis proposes that rates of cancer are 
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higher in older people because precancerous cells that are recognized and destroyed in younger individuals 
may slip past the immune system’s surveillance mechanism in older individuals. 

The second discovery that lends support to the immune system theory is that the aging immune system 
mistakenly produces antibodies against normal body proteins, leading to a loss of self-recognition. In other 
words, the immune system loses some of its ability to distinguish between self and nonself and instead attacks 
the proteins produced by the body as if they were invaders. Rheumatoid arthritis (discussed later in this 
chapter) is one example of what can happen when the immune system no longer recognizes self and begins to 
attack tissue in the joints of the body. 

Although a decline in immune system functioning causes disease, there is no evidence to suggest that a 
less efficient immune system causes normal aging (Hayflick, 1996). Thus, the immune function theory suffers 
from the same limitation as the somatic mutation theory. It is unable to account for the mechanism of 
biological aging. Further research is necessary before we can confirm or disprove the immune system theory of 


aging. 


Cross-linkage theory Our cells are composed mostly of protein. One of the most common proteins, found in 
tendons, ligaments, bone, cartilage, and skin, is collagen. Collagen is the glue that binds cells together by 
cross-links, which can be likened to the rungs of a ladder that connect the two side boards. In young people, 
the molecules that make up the collagen protein are held together by only a few cross-links. As we age, cross- 
links become more numerous, resulting in tissue that is stiffer and less flexible. 

According to the cross-linkage theory of aging, the accumulation of cross-linked collagen is responsible 
for such changes as the loss of elasticity of the skin, hardening of the arteries of the circulatory system, and 
stiffness of joints throughout the body. Specifically, cross-linking of collagen is partly responsible for 
wrinkling and other age-related changes in skin, and cross-linking of proteins in the lens of the eye is believed 
to play a role in the formation of cataracts. Researchers also speculate that cross-linking of proteins in the 
walls of arteries accounts for some atherosclerosis (once called hardening of the arteries). Finally, cross-linking 
of the proteins in the filtering systems of the kidney is responsible for the decline in kidney function in older 
people (Mitteldorf, 2010). Although cross-linking is one of many biochemical changes 
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that occur over time, there is no reason to think it is the most important cause of aging. 


Free radical theory One of the most popular theories of aging is the free radical theory. A molecule is a group 
of atoms that are chemically linked. Free radicals are unstable molecules that are produced when the body 
transforms food into chemical energy. This transformation occurs at the level of the individual cell. Free 
radicals also may be generated in the body through the influence of cigarette smoke, drugs, and radiation 
(Dietrich and Havrath, 2010). They are a by-product of normal cells. 

When free radicals try to unite with other molecules that may be in the vicinity, they can damage the cell 
or cause cell mutation. According to this theory of aging, free radicals contribute to the aging process by 
forming age pigment and by producing cross-links. Thus, most changes associated with aging result from 
damage caused by free radicals (Bengtson et al., 2005). Free radicals have also been implicated in various 
cancers and in Alzheimer’s disease (Hayflick, 1996). 

The body has its own natural defense in the form of chemical inhibitors called antioxidants, which 
suppress the formation of free radicals and reduce the cellular damage they cause. Among the antioxidants 
that suppress free radicals are vitamins E and C and betacarotene (related to vitamin A). A recent study of 
mice engineered to produce high levels of an antioxidant enzyme lived 20 percent longer than normal and had 
less heart and other age-related diseases. Does that mean that you should rush to a health food store and stock 
up on antioxidant pills? The researcher who conducted the study says no, explaining that for now the evidence 
on the benefits of oral antioxidant pills is weak. A better strategy is to consume fruits and vegetables like 
broccoli that contain high amounts of antioxidants (Schriner et al., 2005). The question for humans is 
whether increasing the dietary intake of antioxidants can increase longevity. 

The free radical theory combines an explanation of developmental change with environmental factors. 
Although it is useful for understanding why some individuals are at greater risk of certain diseases than others 
and for describing part of the aging process, it is not, in itself, a general theory of biological aging. 
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Genetic control theory In Chapter 4, we defined the life span as the greatest number of years a member of a 
species has been known to live. In humans that appears to be about 120 years. The distinction of being the 
oldest verified person in history belongs to a French woman named Jeanne Calment, who died in 1997. At the 
time of her death, she was 122 years and 164 days old. 

Was Jeanne Calment biologically programmed for such exceptional longevity? No one knows for sure, but 
the variation in life span among different species does suggest that life span may be pro-grammed into the 
genes. Studies of human twins also support the idea of genetic programming. Identical twins, who share the 
same genetic makeup, have similar life spans and tend to die of similar causes. Fraternal twins, who are no 
more alike in their genetic makeup than any other siblings, do not (Goldstein, 1971; Goldstein et al., 1989). 

Where might the genetic control for aging reside? The genetic control theory of aging proposes that it is 
programmed into each cell of our bodies. Fascinating experiments using cell cultures support this idea. In 
these experiments, cells are taken from human embryos as well as from people of various ages and grown in 
cultures in a laboratory. The cells from an embryo will divide approximately 50 times before dying, but similar 
cells from an adult will divide only 20 times. Despite such evidence supporting the theory that the genetic 
information in our cells provides a blueprint for the entire aging process, other factors also seem to be at work. 
Many complex changes that precede cell death cannot be explained solely by genetics (Cristofalo, 1996). 

Although genes influence life expectancy and the tendency toward certain diseases, genes do not 
determine whether an individual gets a specific disease or how long an individual lives. Many people with a 
genetic susceptibility to a specific disease never get it. For example, there is a tendency for Alzheimer’s disease 
to be hereditary, but many people who have a close relative with Alzheimer’s 
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do not succumb to this illness. Further, evidence suggests that engaging in challenging mental activity and 
physical exercise can delay the onset of Alzheimer’s and lessen its severity. Similarly, susceptibility to breast 
cancer is hereditary, but many women whose mothers had breast cancer do not get it (Ryff and Singer, 2005). 

The search for an explanation for biological aging has long preoccupied scientists, perhaps because 
humans wish to discover the secret to a long life. Recently scientists have discovered some genetic evidence 
that helps explain why some people live longer than others. In some cultures people are genetically isolated, 
either because they live in a relatively closed community or because they share a common culture and high 
rates of intermarriage. Often people in these communities have exceptional longevity. In studying this 
phenomenon, scientists have found gene mutations that seem to prevent the diseases that most often shorten 
life. One example is the Ashkenazi Jews, who are the descendants of central European Jews and have high 
rates of intermarriage. Many live well into their 90s or even 100s, like Irving Kahn who at the age of 106 
worked five hours a day in his family’s New York investment and brokerage firm. Ashkenazi Jews have genetic 
mutations that seem to provide protection against high blood pressure and Alzheimer’s. Another group is the 
Old Order Amish, who live as an isolated community in Lancaster, Pennsylvania. They have a mutation that 
lessens fat in the blood. Male Japanese Americans carry a gene mutation that reduces the risk of cancer and 
heart disease. Although these gene mutations do have a protective effect, genes alone cannot explain all the 
variations in longevity. There is also evidence that environmental influences such as diet, exercise, and 
education can modify gene activity in a manner that increases or reduces longevity (Hall, 2013). 


Neuroendocrine theory The neuroendocrine theory proposes that a functional loss in neurons and their 
associated hormones is central to the aging process. As we age, the body produces lower levels of hormones 
that are vital for well-being. For example, a decline in human growth hormone results in changes in body 
composition. Lean body mass shrinks and there is an increase in adipose (fatty) tissue. This loss of lean body 
mass leads to atrophy in skin, skeletal muscle and bone. The decline of human growth hormone can also lead 
to elevated cholesterol levels (Park et al., 2011). 


Tue Acinc Bom 


Biological aging refers to the structural and functional changes that occur in an organism over time. It is a 
period in the life history of an organism that begins at maturity when development is complete and lasts for 
the rest of the life span (Cristofalo, 
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1996). The normal processes of biological aging rarely lead to death by themselves but rather involve a period 
of decline that results in increasing frailty. Frailty consists of three markers: the loss of a sense of invincibility, 
the loss of possibility for a subsequent life change, and the loss of ability to do things that are crucial for one’s 
care (Hadler, 2011). The aging-related diseases such as cancer, diabetes, heart disease, and Alzheimer’s 
disease do increase the risk of death. 
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LIFE EXPECTANCY AND HEALTH BEHAVIORS AMONG MORMONS 


Ithough it has long been known that Mormons who are active members of the Church of Jesus Christ 


of Latter-day Saints (LDS) have longer life expectancy than the general population, even researchers have 
been surprised at how much longer Church members live. Among men life expectancy for this group is 84 
and for women, 86. That is more than five years longer for women and seven years longer for men than the 
national average. 

Why do actively practicing LDS members live longer than everyone else? The main reason is that they 
lead a healthier lifestyle as advocated by their religion. Practices and beliefs that increase life expectancy 
include a strong family life, education and abstention from tobacco and alcohol. These data come from a 
25-year-long survey that followed actively practicing LDS members in California since 1979 and shows 
that those who don’t smoke, attend church weekly, have at least 12 years of education and are married have 
the lowest total death rates and the longest life expectancies ever documented. The researchers concluded 
that the healthy characteristics of the Mormon lifestyle are associated with substantially reduced death rates 
and increased life expectancy (Enstrom and Breslow, 2008). 


What Do You Think? 


1. Do you lead a healthy lifestyle? 
2. What can you do to improve your longevity? 


136 


A good example of increasing vulnerability is the reaction of the aging body to a fall. An 18-year-old boy 
who slips and falls on ice will react quickly, putting out his hand to break the fall. He might fracture his wrist 
and have to wear a cast for six weeks but then will resume his life as if nothing had happened. An 85-year-old 
woman who takes a similar fall has a good chance of fracturing a hip. She would probably spend time in a 
hospital and then more time in a convalescent home. Often, a broken hip will mean the end of independent 
living forever. In the worst cases it can mean death, for if people are inactive for an extended period, their 
lungs fill with fluid. Death from pneumonia may follow. 

Often medical interventions can slow the progression of age-related diseases by blunting their symptoms 
and restoring functioning. Then people may be able to return to work, participate in sports, 
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and enjoy simple pleasures like attending the theater or working in the garden. Sometimes, however, 
medical interventions fail. When chronic conditions like arthritis, heart disease, or osteoporosis make it 
difficult for people to go about their daily activities, we say that they are disabled (Crimmins et al., 2009). 
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INTERNATIONAL VARIATIONS IN ACTIVE LIFE EXPECTANCY 


Ithough nearly everyone wishes to live as long as possible, most people believe that active life expectancy 


is more important than just living more years. Average life expectancy varies dramatically across nations, so 
it is not surprising that active life expectancy is also influenced by where you live. Active life expectancy is 
highest in Switzerland, where men can expect to live 79 years free of disability and women 76 years. It is 
much lower for both men and women in Australia and Canada. The U.S. is somewhere in the middle. In 
most countries, women have lower active life expectancy than men. 

Making comparisons across nations is still difficult, because active life expectancy is not an exact 
concept. It is measured by an individual's ability to complete activities of daily living (ADLs) such as 
bathing, eating, getting in and out of bed, and toileting. There are no standard measures of how well people 
perform these functions, but researchers are working to develop some. Some of the causes of variation 
across nations include rates of poverty, quality of medical care, crowded housing, nutrition, and amount of 
smoking (Gjonca and Marmot, 2005). 


What Do You Think? 


1. What is the active life expectancy of people in your own family? How does it compare with the average 
active life expectancy in the nation where you live? 


2. Can you think of any reasons for the differences in active life expectancy? 


Although disability is a distressing outcome of some aging processes, most people spend very few of their 
years disabled. The measure of the number of years a person can expect to live without a disability is called 
active life expectancy. Men have an active life expectancy of 60 years, which is 84 percent of their whole life 
expectancy. Women can expect 58 years of disability-free life, which constitutes 82 percent of their lifetime 
(Kinsella and Gist, 1998). Women have fewer years of active life expectancy because they are more likely than 
men to live past 85, when the risk of becoming disabled from chronic ailments increases rapidly and they are 
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more prone to disabling conditions like arthritis and osteoporosis. The good news is that the gender gap has 
declined among younger cohorts of women (Liang et al., 2008). Overall, active life expectancy has improved 
for both men and women. People are living longer and with better health (Manton et al., 2008). There is 
considerable evidence that shows that lifestyle habits contribute to longer life expectancy. The “Diversity in 
the Aging 
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Experience” discusses the reasons why Mormons live longer than the rest of the population. 

Race and ethnicity are also related to active life expectancy, because minorities are less likely to have health 
insurance, more likely to be employed at jobs where there is greater risk of injury, and more likely to engage in 
behaviors like smoking that increase the likelihood of disability. We discuss this topic in more detail in 
Chapter 11. A 20-year-old white, non-Hispanic male can expect 14.5 percent of his predicted future years to 
be inactive due to disability. By contrast, an African American 20-year-old will have 18.6 percent of those 
years inactive, and a Native American, 24.8 percent (Hayward et al., 1996). Thus, active life expectancy varies 
by gender, ethnicity, and race. Finally, active life expectancy varies from one nation to the next. See “Aging 
Around the World” for a comparison of the active life expectancies in several Pacific, European, and North 
American nations. 

Some of the bodily changes that occur with age decrease active life expectancy; others have few or no 
health consequences. Let’s take a closer look at some of these changes. 


Aging of the Exterior Body: Skin and Hair 


Wrinkles and sagging skin The skin serves as the body’s first line of defense. It protects against water loss, 
regulates heating and cooling, and contains receptors that monitor pain and pressure. One of the most obvious 
signs of aging is the change in skin texture that we know as wrinkling. Some wrinkling is related to use. 
Common facial expressions such as smiling and frowning hasten the appearance of wrinkles at the corners of 
the eyes (crow’s-feet), forehead, and mouth (Donofrio, 2003). Most wrinkling, however, is caused by 
biological change that occurs as we age because the deeper layers of the skin lose their elasticity. As elasticity is 
lost, wrinkles appear in the smooth skin around the eyes and at the corners of the mouth; the chin sags. Hard 
areas of salt deposits further reduce the flexibility of the deeper skin layers. 

The natural process of skin aging has no health consequences. No one dies of skin failure, although many 
people try to hide the aging process through the use of creams, surgical face-lifts, and collagen implants. The 
attempt to retain a youthful appearance that is so pervasive in our society reflects negative stereotypes and 
attitudes about aging (Kornadt and Rothermund, 2011). It also reflects age discrimination in the workplace, 
which pushes people to maintain a youthful appearance. 


Hair Another common sign of aging is gray hair. In the hair roots, cells called melanocytes produce chemical 
proteins that determine the coloring of hair and skin. With age, the melanocytes weaken and their pigment- 
producing mechanism begins to cease functioning. The graying of hair is caused by a decrease in the number 
of active pigment-producing cells. When the melanocytes stop working completely, the hair turns white. 
There is great variation in how rapidly graying occurs. Some people may turn gray in their 40s; others still 
have their natural hair color at 70. Factors that affect premature graying include family history, smoking, and 
obesity (Shin et al., 2014). 

Hair loss may also accompany aging, especially in men. It occurs through the interaction of genes with the 
male hormone testosterone. Men who have a genetic predisposition for baldness may show the classic signs of 
male pattern baldness as young as 20. In these men, testosterone acts with the genes to promote baldness. 
Men who lack this genetic predisposition may still have a full head of hair in their 80s. 

Hair also grows as we age, but it seems to grow in all the wrong places. In men, the hair of the scalp grows 
more slowly, but hair in the nostrils, ears, and eyebrows grows more rapidly. In women, hair growth may 
occur above the upper lip, as a result of the decrease in the hormone estrogen that accompanies menopause. 
Although excess hair growth has no effect on health, many people find it unattractive and become self- 
conscious about their appearance. Fortunately, electrolysis is a simple procedure that eliminates unwanted 
hair. 
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Skin discoloration The superficial layers of the skin also show signs of aging in the form of darkened spots and 
other skin changes. Lentigo is the discoloration or spotting that commonly appears 
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on the face, back of hands, and forearms of people older than 50. Lentigo is caused by accumulation of the 
pigment melanin, a dark pigment that determines skin color or complexion. If you look at the backs of the 
hands of very old people, you will often see purple bruises, called senile purpura. These are sites where fragile 
blood vessels have ruptured. Lentigo spots and senile purpura are cosmetic changes and pose no danger, but 
they may make people self-conscious. 


Age-related illness: skin cancer Skin cancer is the most common form of human cancer. More than one million 
new cases occur annually. Nearly half of all Americans who live to age 65 will develop skin cancer at least 
once. The most common warning sign of skin cancer is a change in the appearance of the skin, such as a new 
growth or a sore that will not heal. The term “skin cancer” actually refers to three different medical conditions: 
basal cell carcinoma, squamous cell carcinoma, and melanoma. Basal cell carcinoma is the most common 
form of skin cancer and accounts for more than 90 percent of all skin cancer in the U.S. Basal cell carcinoma 
and squamous cell carcinoma do not spread to other parts of the body. They can, however, cause damage by 
growing and invading surrounding tissue. A melanoma has the potential to spread (metastasize) throughout 
the body. Thus, the most serious form of skin cancer is a melanoma. 

The most common risk factor for skin cancer is ultraviolet radiation from the sun and tanning beds. A 
person’s risk of skin cancer is related to lifetime exposure to UV radiation. Most skin cancer appears after age 
50, but the sun damages the skin beginning at an early age. UV radiation affects everyone. But people who 
have fair skin that freckles or burns easily are at greater risk. These people often also have red or blond hair 
and light-colored eyes. But even dark-complexioned people who tan easily can get skin cancer (National 
Cancer Institute, www.Cancer.gov). The use of tanning beds by young women has led to a dramatic increase 
in melanomas. These dangerous skin cancers are the most prevalent cancers in 25- to 29-year-old females and 
compose roughly 12 percent of cancers in women under 40 (Coelho and Hearing, 2009). A major problem is 
the use of UVA-rich sunlamps, which produce a visible tan but afford little to no protection from subsequent 
UV exposure. 


Aging of the Nervous System 


The nervous system coordinates all other body systems. It is responsible for such important functions as sleep 
patterns, mood, intelligence, and memory. In this chapter, we introduce basic processes of aging in the 
nervous system; in Chapter 7, we describe in more detail the consequences of these changes for the sensory 
organs and cognitive functioning. 


Changes in brain functioning The nervous system can be divided into two parts: the central nervous system 
(CNS), which consists of the brain and spinal cord, and the peripheral nervous system (PNS), which consists 
of all other parts of the nervous system, including the spinal nerves that arise from the spinal cord (see Figure 
6-1). The basic units of the nervous system are neurons, or brain cells, which carry information throughout 
the body in the form of electrical signals. Peripheral nerves called sensory nerves carry incoming messages 
from the environment to the CNS. This information comes from the skin as well as from sensory structures 
such as the eyes, ears, and nose. Peripheral nerves called motor nerves carry outgoing information from the 
CNS to muscles and glands throughout the body. Each brain area is responsible for specific capacities, 
functions, and traits such as personality, intelligence, and verbal ability. The brain also contains areas that 
interpret and comprehend experiences and areas that receive sensory information from structures such as the 
eyes and ears. 


Figure 6-1 
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As people grow older, neurons die and are not replaced. Because this cell loss is not uniform, its effect 
depends on where it occurs in the nervous system. Some areas of the brain lose few cells, whereas other areas, 
such as those that control voluntary movements, may lose up to 30 to 40 percent. The loss of these cells 
accounts for the decreased flexibility, slowness of movement, and stooped, shuffling gait seen in many elderly 
people (Bishop et al., 2010). 
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Balance and falls A brain structure known as the cerebellum is involved in body movements and, to some 
degree, balance. This area is located at the back and base of the brain and is essential in the fine-tuning of 
voluntary and involuntary muscular movements. Damage to this area produces disruptions in balance and 
muscular movements. The cerebellum loses approximately 25 percent of its cells with aging. The loss of 
balance and coordination with age, which is one consequence of this loss of cells in some individuals, can 
cause a shuffling gait. 

A change in gait is not harmful by itself, but it may limit an individual’s activity. Restrictions in activity, in 
turn, may cause further declines in physical functioning and increase the risk of a fall. Falls are the most 
common and serious problem that elderly people face. As many as 33 percent of people over 65 fall at least 
once each year, and half fall multiple times. The risk of falling is highest among people 80 and older. Half of 
falls result in minor injuries, but 5 to 10 percent result in serious injury such as a deep cut, broken bone, or 
head injury. People who have no disability usually recover quickly after a fall, but those who are more severely 
disabled are much less likely to recover (Gill et al., 2013). 

Some falls are preventable. Strength and balance training can help prevent falls. Falls can be prevented by 
monitoring an older person’s environment to make sure there are no physical obstacles like poor lighting or 
loose carpets and by installing safety equipment like hand rails (Kenny, 2005). 

Many older people who have fallen give up activities that put them at risk for falling. They stay home on 
days when it is snowing or when ice is on the ground. The elderly are often seen holding on to solid objects in 
an attempt to stabilize their standing or walking. Falling remains a major problem that reduces active life 
expectancy (Al-Aama, 2011). 
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Changes in sleep patterns ‘The nervous system also regulates sleep. The normal process of sleeping involves 
two systems that act in opposition to each other: the arousal system and the sleep-producing system. These 
systems, located deep in an area of the brain called the brain stem, are set by the day-night cycle of light and 
dark. During the daylight hours, the arousal system is activated and the sleep-producing system is inhibited. 
At night, the sleep-producing system takes over and the arousal system is depressed. 

There are two basic types of sleep: slow wave, or nonrapid eye movement sleep, and rapid eye movement 
sleep (REM). Slow wave sleep has four stages progressing from light (stage 1) to deep sleep (stage 4). In slow 
wave sleep the body is relaxed, brain wave activity is reduced, and heart rate, rate and depth of breathing, and 
blood pressure drop. Dreaming occurs during REM sleep. Over the course of the night, the body alternates 
between slow wave sleep and REM sleep, with REM sleep 
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occurring approximately four to six times per night (Ramanand et al., 2010). 

As people grow old, the normal sleep pattern changes (Kelly, 1991). In the young adult, REM sleep takes 
up about 20 to 25 percent of sleep time. In older people, REM sleep decreases. Older people also sleep less 
each night, awaken more frequently after falling asleep, and spend less time in deep sleep. By age 70, few 
people experience stage 4 deep sleep at all (Ramanand et al., 2010). As a result of these changes in sleep 
patterns, many people over 60 complain of insomnia. Some studies find that up to 65 percent of older people 
have trouble sleeping. Complaints of poor sleep are more common in women and are linked to health 
problems (McCrae et al., 2005). Sleep deprivation can make it more difficult for the individual to participate 
in pleasurable activities and do normal household tasks such as doing laundry or shopping. It can also reduce 
quality of life and lead to depression (Spira et al., 2014). 


Age-related illness: Parkinson’s disease Parkinson’s disease is a neurological disorder that may occur as early as 
age 30 but is more often diagnosed in older people. In most cases, Parkinson’s develops slowly over many 
years. Parkinson’s is caused by the slow death of nerve cells in the central portion of the brain. In a healthy 
person, these cells produce dopamine, one of the neurotransmitters that manage the flow of signals between 
the brain and the muscles. As brain cells die, there is less dopamine produced to manage these signals and the 
characteristic signs of Parkinson’s disease develop. Often, the first symptom is trembling or shaking of a limb. 
The tremor often begins on one side of the body, frequently in one hand. Other common symptoms include 
slow movement and rigidity; a temporary inability to move called “freezing”; chronic constipation; drooling; 
uncontrollable spasm-like movements; tremors; and hallucinations (Solimeo, 2008). Balance may also be 
affected (Weintraub et al., 2008). 

The symptoms of Parkinson’s cause many patients to feel embarrassed by their changing appearance, 
leading them to withdraw from social interaction. One man whose disease progressed to the point where he 
needed to use a cane explains his concerns about his appearance: 


I venture out very seldom. There are sometimes a week goes by and I don’t get out of the house ... I don’t like to go out 
and eat. I spill a lot of stuff. (Solimeo, 2008-846) 


Another patient, an older woman, explained: 


And (tremor) is very hard for me. It bothers me because I do like to go out. In church, at the Our Father, we always 
hold hands. I would rather not because when I do hold hands, it gives me arm spasms. It makes me upset. (Solimeo, 
2008:546) 


The cause of Parkinson’s disease is unknown. Recent studies of twins and families with Parkinson’s have 
suggested that some people have an inherited susceptibility to the disease that may be influenced by 
environmental factors such as exposure to pesticides or severe cases of the flu. The risk increases with age, as 
Parkinson’s disease generally occurs in the middle or late years of life. 

Recent studies have shown that patients who begin therapy early with a drug called L-dopa have less 
trembling. A combination of medication and therapy can often help patients achieve control of motor 
symptoms and live independently (Yamamoto and Schapira, 2008). As the disease progresses, however, motor 
symptoms don’t respond as well to treatment. If physicians could diagnose Parkinson’s earlier, they might be 
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able to arrest the destruction of nerve cells before there is permanent impairment. The problem is that there is 
no early measure of Parkinson’s. Often by the time visible symptoms occur, nerve cells have already been 


damaged (Gramling, 2006). 


Aging of the Sensory Organs 


Our sensory organs supply information about our environment. Changes in our sensory capacities to see, hear, 
touch, taste, and smell have a profound effect not only on our interaction with our physical world but also on 
our social relationships. 
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We gather information about our environment through our senses of vision, hearing, smell, and taste. Our 
eyes convert light rays into nerve impulses that lead to vision; our ears transform sound waves into impulses 
that produce sounds and hearing; gaseous molecules stimulate our noses and create smells; and taste buds on 
the tongue convert dissolved food particles into nerve impulses and create taste sensations. From the moment 
we first smell the aroma of freshly brewed coffee in the morning until we turn out the light after reading a 
chapter or two of a good novel, our senses provide pleasure, stimulation, and knowledge of the world around 
us. 

As people grow older, they experience some loss of sensitivity in their sensory abilities (Margrain and 
Boulton, 2005). These changes are gradual and almost imperceptible from the mid-20s until age 50 and then 
become more apparent. Of course, there are exceptions. But the majority of people first become aware of 
sensory change by the time they reach their mid-40s. Figure 6-2 shows the percentage of people with vision 
and hearing loss by age. 


IST Prevalence of Vision and Hearing Impairment in People Aged 75 and Older. 


Vision 
Hearing 


Prevalence (%) 


75-79 80-84 85-89 >90 
Age (years) 


Source: Margrain and Boulton (2005). 


Most middle-aged adults adjust with little difficulty to incremental sensory losses that are easily corrected. 
More problematic is severe sensory deprivation, which curtails our knowledge of and interaction with the 
environment. Large declines in vision or hearing make it difficult to manage daily activities and interfere with 
the ability to communicate with others. 


Vision From the moment we wake up and look at the alarm clock until we go to sleep for the night, we 
depend on our vision to negotiate our way through the day. Although even some children need corrective 
lenses to see clearly, most age-related changes in vision have their onset in young adulthood. So many people 
now wear contact lenses that we forget how common the need for vision correction is. People generally adapt 
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readily to modest vision changes. Fifteen percent of individuals 45 to 64, 17 percent of those aged 65 to 74, 
and 26 percent of those 75 or older report some vision loss (Lighthouse Research Institute, 1995). As people 
reach middle age, vision impairments, defined 
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as severe vision loss, increase. The first indication is often difficulty reading fine print. Have you ever seen 
someone holding a book at arm’s length? That’s a symptom of presbyopia, an inability to focus on near 
objects. Presbyopia is easily treated with bifocal glasses. The upper part of the bifocal lens corrects distance 
vision, which we need for driving or viewing a movie; the lower portion helps the eye to focus on close objects 
like words in a book or newspaper. 


What an individual with normal vision sees. 


Source: National Eye Institute, National Institutes of Health 


Most visually impaired older people have some degree of partial vision as opposed to being totally blind. 
Severe vision loss is a serious matter, for it can constrict an individual’s activities, lower self-esteem, and lead 
to a loss of independence. Along with osteoporosis and cardiovascular disease, vision impairment is one of the 
leading causes of disability for people 65 or older (Pelletier et al., 2009). 

What causes vision problems? As we age, changes in various parts of the eye reduce the ability to receive 
visual stimulation. The vitreous humor, which is the fluid-filled chamber behind the lens, becomes more 
opaque in part because of prolonged exposure to sunlight. The pupil, which allows varying amounts of light to 
enter the eye, decreases in size and responds more slowly to light. Although the pupil continues to constrict 
when light is increased and widen as light is reduced, the difference in size in the light-adapted pupil and the 
dark-adapted pupil diminishes. The lens, which changes shape to focus onto the retina, thickens. As the lens 
thickens, it becomes less flexible or elastic (Margrain and Boulton, 2005). 
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What an individual with a cataract sees. 


Source: National Eye Institute, National Institutes of Health 


As a result of these changes, older people need more light to perceive depth and to see clearly. 
Diminishing depth perception can be dangerous, because it can cause an individual to trip over things or miss 
his or her footing on steps or curbs. Poor vision forces older people to limit their activities and give up 
pleasurable hobbies such as gardening, cooking, sewing and traveling. People with fewer vision problems are 
more likely to be able to remain active and need less help with activities of daily living (Gertrudis et al., 2012). 


What an individual with glaucoma sees. 


Source: National Eye Institute, National Institutes of Health 


Many older people stop driving at night, because they can’t see well at dusk and their eyes adjust 
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poorly to the glare of oncoming cars. But most older people are reluctant to relinquish their driver’s 
licenses, because it means a loss of independence. Many older people who have vision or other health-related 
problems that interfere with their driving police themselves by driving slowly or by driving only at certain 
times of the day (Zelinski et al., 2011). Others do not restrict their driving in any way. States vary in the 
extent to which they regulate driving among older people. See “An Issue for Public Policy” for arguments for 
and against limiting driving among older people. 
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SHOULD THE DRIVING OF OLDER PEOPLE BE RESTRICTED? 


or most of the older people, driving is crucial to maintaining autonomy, staying connected to family, 


friends, and the community, and being able to participate in social activities. Yet as individuals age, most 
men and women stop driving at some point. Men can expect to live approximately seven years and women 
10 years beyond their ability to drive (Curl et al., 2014). Thus, transportation is a crucial concern for the 
elderly. Older individuals who do not have ready access to transportation often use words like 
“handicapped” or “disabled” to describe their loss of ability to go get a haircut, see a friend, or go to the 
grocery store (Coughlin, 2001). Older people who no longer drive have a smaller network of friends than 
those who are able to take themselves to activities (Mezuk and Rebok, 2008). 

Over the past decade the crash rates for drivers age 70 and older have declined substantially even though 
there has been an increase in the number of older drivers. Among drivers 80 and older there has been an 
even greater decline (Zelinski et al., 2011). 

Most older people recognize their limitations and change their driving patterns on their own (Wong et 
al., 2016). Many don’t drive at night or in heavy traffic. Those with vision problems are especially likely to 
give up their driver’s licenses voluntarily (Ragland et al., 2004). People with congestive heart failure and 
those who are slow at information processing also give up driving (Edwards et al., 2008). While older 
people should not be prevented from driving, it does make sense to require more frequent skill testing 
among older drivers. 

Various public policy measures can be taken to increase the safety of older people and other drivers 
while maintaining their mobility. One solution is to improve public transportation in suburban and rural 
areas so that older people would not be dependent on others for transportation if they stopped driving. 
Another solution is to screen people of all ages, not just the aged, as part of the driver licensing and testing 
process to identify those who are at high risk of being involved in accidents. Most states now have stringent 
rules for licensing older adults (Cheung and McCartt, 2011). 
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This truck driver needs her driver’s license to do her 


work. 


© Comstock Images/Corbis RF 


What Do You Think? 


1. Are you worried about an elderly relative’s driving? If so, do you know how to deal with the problem? 


2. Do you favor age-related restrictions on or testing of drivers? What about improved public 
transportation for the aged? 


Visual disorders such as glaucoma and cataracts are not a part of normal aging, although they become 
increasingly common with advancing age. A cataract is caused when the lens of the eye becomes cloudy and 
light cannot penetrate. In the past, cataracts could severely impair vision. Now 
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most cataracts can be removed surgically. Laser surgery, the newest development, takes less than 15 
minutes and requires minimal recuperation time. The lens may be replaced by an artificial lens, or the person 
may wear a contact lens or special glasses. 

Glaucoma is a serious condition that can lead to blindness. Glaucoma occurs when fluid cannot leave the 
anterior cavity of the eye through the normal channels. Pressure builds up within the eye, gradually destroying 
vision. About 3 percent of people 65 or older have glaucoma (Varma et al., 2011). Glaucoma can be treated 
with eyedrops or laser surgery if it is detected in time. However, some people don’t see a doctor until the 
condition is so far advanced that it is untreatable. 

People can adapt successfully to a moderate degree of vision loss if they modify their environment and 
learn compensatory skills. Such simple items as telephones with large dial numbers or books with large print 
can improve the quality of life for the elderly. Social support is also a critical factor in reducing stress and 
improving morale among the visually impaired. Visually impaired elderly people who have a network of family 
members and friends are more likely to seek and complete rehabilitation and to experience higher life 
satisfaction and less depression than those who are socially isolated (Varma et al, 2011). 


Hearing Like vision, hearing is most acute when we are in our 20s. As we age, our ability to receive and 
interpret sound declines. Hearing loss begins in some people as young as 25 and accelerates after 50. One 
longitudinal study of men and women aged 50 to 102 found that only 12.1 percent of women but 23.6 percent 
of men had moderate or severe hearing loss, and that hearing loss increased with advancing age. Nearly one- 
third of the oldest men in the study, those aged 80 or older, reported moderate or severe hearing loss 
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(Strawbridge et al., 2000). The normal loss of hearing with age is termed presbycusis. It can occur at different 
rates in each ear and is first noticeable when people cannot hear high-pitched sounds. Because women’s voices 
are softer and higher in pitch, they are often harder to hear (Spence, 1995). Much of the hearing loss that 
appears to be due to age is actually caused by the accumulated effect of loud noise. People who work in a noisy 
environment or listen to loud music when they are young are at risk of gradually developing hearing loss as 
they age (Margrain and Boulton, 2005). 

The loss or decline of hearing has many social consequences. In the longitudinal study just mentioned, 
people who had trouble hearing also had problems with morale and social functioning. They were more likely 
than people with good hearing to have difficulty paying attention, to say they didn’t enjoy their free time, and 
to feel disappointed with their accomplishments. They were also more likely to feel lonely and left out, even 
when they were part of a group (Strawbridge et al., 2000). Family members and friends may become 
frustrated when trying to communicate with a hearing-impaired older relative. They may exclude the 
individual from the conversation or talk around him or her. The older person may then withdraw from social 
interaction and stop initiating conversations. Thus, a hearing loss can lead to social isolation, even in someone 
who is otherwise in good health. 

The problem of hearing loss has been partially solved by high-technology hearing aids, which amplify 
sounds and greatly improve hearing. However, many older adults refuse to use hearing aids, and even the most 
technologically advanced hearing aids do little for people with severe hearing loss. 


Smell and taste Smell and taste are closely related. We eat, smell, and taste our food simultaneously. 

Remember the last time you had a bad cold and stuffy nose? Your food probably did not taste as good as when 

you were healthy. That’s because you couldn’t smell what you were eating. With age there is a loss in ability to 

detect odors. The loss of smell becomes most pronounced in people over 70 and is more pronounced in men 

(Margrain and Boulton, 2005). Being unable to smell perfume or flowers or the scent of a freshly powdered 

baby reduces the quality of life. And being unable to smell leaking gas or burning food could be dangerous. 
The loss of taste is caused by degeneration of the taste buds or by a change in the way the brain 
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perceives the information from the taste buds (Hayflick, 1996). Although not life threatening, such 
changes can lead to poor nutrition. If food doesn’t taste as good, people may lose their appetite and risk 
becoming malnourished. Many older people compensate for the loss of taste by eating more highly seasoned 
foods. Using large amounts of salt can pose other health risks, however, for salt contributes to high blood 
pressure. 


Touch and temperature The sense of touch also diminishes with age, especially touch on the skin of the 
fingertips, which becomes less sensitive. There is also a decreased sensitivity to pain, although since pain is 
measured by self-reports, it is difficult to conduct scientific tests. 

As people grow old, their bodies also lose some ability to regulate heating and cooling. People who visit 
relatives in nursing homes frequently complain of overheated rooms, but the warmer room temperatures are 
comfortable to the elderly residents. Older people have problems staying warm because of the loss of the layer 
of fatty tissue beneath the skin that helps insulate the body. Blood circulation also decreases in older people. 
Because of these changes, the elderly tolerate the cold poorly and feel more comfortable in rooms that seem 
overheated to younger people (Lu et al., 2011). 

The inability of the elderly to cool down occurs as the sweat glands in the skin decrease or become 
nonfunctional. The remaining sweat glands gradually lose their ability to produce sweat (Shu-Hua et al., 
2011). Because older people sweat less, they have more difficulty maintaining normal body temperature in hot 
weather, putting them at risk of hypothermia. They also suffer easily from heat exhaustion or heat stroke. The 
failure to maintain a relatively constant body temperature can put the elderly at risk of death when a heat wave 
or cold spell occurs; fatal conditions can develop in just a few hours. Low-income elderly are particularly 
susceptible to death from excessive heat or cold, because they often live in poorly insulated dwellings and may 
try to save money by turning down the heat. Older women are most likely to die from excessive heat, whereas 
older men are disproportionately likely to die from excessive cold, most likely because they are homeless 
(Macey and Schneider, 1993). 
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Aging of the Skeletal System: Bones, Cartilage, and Connective Tissues 


The skeletal system, which consists of bones, cartilage, and various types of connective tissue, performs many 
important functions. It provides a structural framework for the body, protects vital structures such as the heart 
and lungs, provides attachment sites for muscles, and acts as a lever that helps the muscles produce 
movements. The skeletal system also stores calcium and other essential minerals and is the site where blood 
cells are manufactured. As people age, their skeletal systems undergo various changes, which affect their 
activities of daily living and their overall health. 


Bone degeneration Bone is a dynamic tissue made up of calcium and protein. When calcium is needed by the 
body, old bone is removed; then new bone is formed as calcium is added back. From childhood to adulthood, 
bone is made faster than it is broken down, and the bones become larger and denser. Peak bone mass occurs 
around age 30. As people age, the process begins to reverse. Bone is broken down faster than it is made, 
resulting in bone loss. Some bone loss after age 35 is normal in both men and women and causes no problems. 
Severe bone depletion is termed osteoporosis. 


Age-related illness: osteoporosis When a person has osteoporosis, the outside walls of the bone become thinner 
and the inner part becomes spongy. In the later stages of osteoporosis, symptoms include a loss of height, back 
pain, and a curving of the upper back or spine. The permanent curving of the spine, sometimes called a 
dowager’s hump, occurs as the spinal bones weaken and slowly collapse under the weight of the upper bones 
(see Figure 6-3). 


Figure 6-3 The Progression of Osteoporosis. 


40 years 60 years 70 years 


As spinal bones weaken, they collapse under the weight of the upper body. 


The physical consequences of osteoporosis can have a devastating impact on a person’s psychological and 
social well-being. Patients with severe osteoporosis often feel a sense of hopelessness, suffer a loss of self- 
esteem, and become depressed. They may curtail their activities for fear of falling. 


129 


war EI 1 . te oe 4 1 1 11 we 1 ı rou 1 


148 


Working women may have to quit their jobs because they are unable to litt, carry, or bend. 1 hey may also 
experience a loss of familial roles. For example, grandmothers who cannot carry their grandchildren for fear of 
fractures may be denied an important means of bonding. Wives may be unable to do simple household chores 
(Becker et al., 2010). 

Osteoporosis affects 10 million Americans, and another 34 million have low bone mass and thus are at 
risk of developing osteoporosis. Both men and women lose a small amount (approximately 0.4 percent) of 
bone each year after age 30. However, women are four times more likely than men of the same age to suffer 
from osteoporosis. Forty percent of women over age 50 experience a fracture of the hip, spine, or wrist in their 
lifetime (American College of Obstetricians and Gynecologists, 2004). One reason is that their bones are 
smaller and lighter than men’s to begin with. Another is that women lose bone mass faster than men, 
especially after menopause. The hormone estrogen, which is produced in a woman’s ovaries, appears to protect 
against bone loss. After menopause, the ovaries stop producing estrogen; thus, menopause increases the risk of 
osteoporosis. Although osteoporosis does occur in men, it is less severe than in women because men continue 
to produce androgens (male hormones) well into old age. 

What can women do to reduce their risk of getting osteoporosis? The Women’s Health Initiative study 
tracked more than 36,000 postmenopausal women between the ages of 50 and 79 over the course of seven 
years. Researchers wanted to determine whether women who took supplemental calcium and vitamin D, 
which have long been staples in the effort to improve bone health among older women, really reduced their 
risk of bone fractures. The study found that women who took calcium and vitamin D pills experienced a slight 
reduction in hip fractures but that the difference 
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was not statistically significant. However, the supplements did not reduce the risk of fractures of the spine, 
wrist, or other bones (Jackson et al., 2006). Table 6-1 poses a series of questions that can help you evaluate 
your risk of osteoporosis. 


Table 6-1 Osteoporosis: Can It Happen to You? 


These questions will help you evaluate your risk of osteoporosis. The more frequently you answer yes, the greater your risk. 

1. Do you have a small, thin frame and/or are you Caucasian or Asian? 

2. Have you or a member of your immediate family broken a bone as an adult? 

3. Are you a postmenopausal woman? 

4. Have you had an early or surgically induced menopause? 

5. Have you been taking high doses of thyroid medication or used glucocorticoids (e.g., prednisone) for more than 3 months? 
6. Have you taken, or are you taking, immunosuppressive medications or chemotherapy to treat cancer? 

7. Is your diet low in dairy products and other sources of calcium? 

8. Are you physically inactive? 


9. Do you smoke cigarettes or drink alcohol in excess? 


Source: National Osteoporosis Foundation (2005). 


Age-related illness: arthritis Arthritis is a chronic disease that afflicts more than one-third of men and one- 
half of women older than 65 (Hayflick, 1996). The term is used to describe joint inflammation and its 
consequences of pain, swelling, and deformity. The causes of arthritis include overuse, trauma from injury, 
bacterial or viral infections, and the immune system attacking the tissues in the joint. 

The most common type of arthritis is osteoarthritis, which is a degenerative joint disease that results from 
wear and tear at the joint surfaces where bones join other bones. The cartilage, a thin layer of connective tissue 
covering the ends of the bones in the joint, degenerates with age. When the ends of the bone are no longer 
protected by the cartilage, they rub against each other, causing pain, swelling, and discomfort. 

Rheumatoid arthritis involves the inflammation of the synovial membranes, which line the joint capsule 
and the cartilage that covers the bones. It is caused by the immune system attacking the synovial membrane. 
In the most advanced stages of rheumatoid arthritis, the bones in the joint degenerate and the delicate 
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synovial membranes thicken from scarring, resulting in severe deformity of the joints, particularly the wrist, 
fingers, and feet. This type of arthritis can occur at any age and is more common in women than men. 

Mild arthritis can be managed with medication called ibuprofen, but severe arthritis may drastically curtail 
an individual’s activities and reduce the quality of life. It not only translates into economic effects such as 
higher medical costs and lost wages, but also has social consequences such as an inability to play sports or 
difficulty in performing housekeeping activities. Arthritis also increases the risk of depression (Mcllyane et al., 
2008). 

If a joint degenerates to a point where the pain and disability seriously compromise daily activities, it can 
be replaced with a prosthesis. A prosthesis is an artificial joint constructed of high-technology materials. 
Deformed joints in the hand and fingers are replaced with plastic joints, which are functional and cosmetically 
pleasing. The larger joints such as those of the knee and the hip are replaced using 
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stronger materials like steel or Teflon. These artificial joints can last as long as 10 or 15 years but then 
must be replaced. Long-wearing artificial joints are more expensive than those that last just a few years, and as 
pressure increases to reduce health care costs, physicians are now forced to consider the potential life 
expectancy of a patient in choosing an artificial joint. 


Aging of the Muscular System: Muscle Mass and Strength 


The muscles of the body come in all shapes and sizes, ranging from the massive muscles on the front of the 
thigh to the tiny muscles of the eyelid. All muscles have the ability to contract, producing voluntary 
movements, that is, movements under an individual’s control. The skeletal system and skeletal muscles work 
together to produce movement. For most muscles to exert an action, they must cross a joint (where two bones 
join each other). A muscle attached to a single bone cannot produce movement. 

As people age, they experience a gradual loss of muscle strength and aerobic capacity beginning around 
age 30 but typically not becoming noticeable until after age 50. Between the ages of 30 and 80, an individual 
may lose 30 percent of muscle mass (Park et al., 2011). Muscle atrophy can also occur because of disuse, even 
in younger individuals. For example, a person who is immobilized from knee surgery for six weeks will lose 40 
to 60 percent of the muscle mass in the large muscles on the front of the thigh. Extensive physical therapy is 
then needed to bring the muscles back to normal functioning. Because older people are more likely to have 
ailments that reduce their activity levels, they are more susceptible to muscle atrophy. 

Although the loss of muscular mass and strength is not life threatening, it can make daily activities more 
difficult and reduce levels of overall physical activity, which in turn may cause other health problems. The loss 
of muscle mass and endurance can be greatly reduced by high-intensity resistance (strength) exercise. Several 
studies have reported substantial increases in maximum muscle strength and muscle size in healthy middle- 
aged and older people (50 to 75 years old) and in the frail elderly (80 to 100 years old) with strength training. 
Even low-intensity aerobic exercise among wheelchair-bound people has been shown to have beneficial effects 
(Koopman and van Loon, 2009). 


Aging of the Reproductive System 


The term climacteric is used to describe the syndrome of changes, both physical and behavioral, that occurs in 
the reproductive system during middle age (Cagnacci et al., 2015). 


The aging female In women the climacteric is referred to as menopause, the permanent cessation of the 
menstrual cycle. It occurs when the ovaries stop functioning, leading to (1) the end of the monthly menstrual 
flow; (2) the cessation of ovulation (the release of eggs from the ovaries on a monthly basis); and (3) a decline 
in the production of the female hormones estrogen and progesterone. As estrogen levels decline, the walls of 
the vagina become thinner, and the amount of natural vaginal lubrication is reduced. The result is that the 
vagina takes longer to lubricate in response to sexual stimulation. These changes can make sexual intercourse 
painful. Menopause is considered complete when a women goes one full year without a menstrual cycle. In the 
U.S. women usually experience menopause around age 50. 
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As menstrual periods cease, 75 to 85 percent of women experience hot flashes, the classic sign of 
menopause. Some women may get hot flashes during the premenopausal years when the length and flow of 
the menstrual cycle begins to change. Others don’t experience their first hot flash until after they have had 
their final menstrual period. Most women report that while hot flashes are bothersome, they cause little 
disruption to one’s daily life. Other menopausal symptoms include irritability, volatile mood swings, fatigue, 
and anxiety. 

In May 2002 a government-sponsored study called the Women’s Health Initiative (WHI) involving 
16,608 women between 50 and 79 years of age was terminated early. The clinical trial, which lasted for eight 
and a half years, was designed to test whether hormone replacement therapy (HRT) 
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used to treat symptoms associated with menopause was safe. The researchers found that the use of HRT 
increased women’s risk for breast cancer, heart disease, stroke and pulmonary embolism, that is, a blood clot in 
the lung (Rossouw et al., 2007). Once the study was terminated, the number of women using HRT has 
dropped dramatically. Now other medications are being tried to alleviate menopausal symptoms (Archer et al., 
2009). 


Daily aerobic exercise can improve physical and mental 


health. 


© McGraw-Hill Education/Andrew Resek 


The aging male Is there a male menopause? The answer is no. Though testosterone levels begin to decline 
when men reach 50 or 60, they have no clear effect on fertility in healthy older males. Men may father 
children well into their 70s and 80s. While male sexual responsiveness does begin to change in middle age, 
this period is not equivalent to female menopause, which involves a complete cessation of reproductive 
activity. In the male climacteric, the frequency of sexual activity gradually declines, but sexual interest and 
enjoyment usually do not. 

Benign Prostatic Hyperplasia (BPH) is very common among aging men. Nearly 50 percent of men aged 
50 years and older experience symptoms of PBH (Wei et al., 2005). PBH simply means that the prostate 
gland increases in size, although the growth is benign. BPH is caused primarily by the presence of a 
breakdown product of testosterone (the male hormone). This weak form of testosterone acts to increase the 
growth of the prostate gland. Because the prostate gland surrounds the outlet of the bladder, any increase in 
size of the prostate gland will put pressure on the tube draining the bladder. As a result, older men have a 
frequent urge to urinate, often getting up at night to urinate. Some become incontinent. 
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Age-related illness: erectile dysfunction A common problem in older men is erectile dysfunction, better known 
as impotence. Specifically, erectile dysfunction refers to the inability to maintain an erection sufficient for 
penetration or sexual intercourse (Masters and Johnson, 1966). Many men associate advancing age with 
declining sexual function and an overall decreased quality of life. ED affects up to one-third of men 
throughout their lives, and the incidence increases with age. One study found the prevalence of ED in men to 
be 12 percent in men younger than 59 years, 22 percent in those 60 to 69 years of age, and 30 percent in men 
69 and older (Bacon et al., 2003). 

Erectile dysfunction (ED) was once considered to be psychological in origin. Now scientist recognize that 
there are many physiological causes of ED, and this discovery has led a focus on a variety of therapies that 
have the potential to improve an older man’s quality of life, self-esteem, and ability to maintain intimate 
relationships (O’Leary et al., 2006). The biggest advance was with the invention of the drug, Viagra in 1998. 
Viagra and other similar medications work by enhancing blood flow into the “sponge like” tissue within the 
penis. The erections produced are compatible with the man’s age. For example, an 80 year old man will not 
have the same erection he had when he was 20 but still be able to enjoy sexual intercourse. 


Age-related illness: ovarian cancer Ovarian cancer starts in a woman’s ovaries. The greatest risk factor for 
ovarian cancer is age. It is most likely to occur after women go through menopause with the median age for 
diagnosis being 66 (Allen and Roberto, 2014). Although ovarian cancer accounts for just 3 percent of cancers 
in women, it can be fatal, because it often goes undetected until it has spread to the pelvis and abdomen. 
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If ovarian cancer is discovered when it is confined to the ovary, the prognosis for long-term survival is more 
optimistic. In the “In Their Own Words” feature, several women describe their experience of discovering and 


surviving ovarian cancer. 


In Their Own Words 


© McGraw-Hill Education/Andrew Resek 


Recovering from Ovarian Cancer 


One study interviewed 20 women who had survived ovarian cancer. Although their experiences varied 


widely, several of the women were able to remain optimistic and maintain a positive attitude. 
Abby, a 64-year-old survivor, recounts her experience: 


From the beginning I knew that the treatments were working. ... I ate healthy and I read the instructions that they gave me religiously 
before each treatment and I did exactly what they said. I stayed nauseated and had that terrible feeling most of the time, but it’s a 


learning experience and I’m grateful to be here. 
Millie, age 74, also had a positive perspective: 


Tm a survivor and the doctor tells me I’m doing good with it. I guess it’s just something you've just got to learn to live with. I’m living 


pretty good with it. I get tired but I clean my own house, I pace myself. I can do a little, rest and go back and do some more. 


Source: Allen and Roberto (2014:1030). 


Aging of the Cardiovascular System: Heart and Blood Vessels 


152 


The cardiovascular system consists of the heart and all of the blood vessels of the body. The function of the 
cardiovascular system is to provide oxygen and nutrients to all the cells and to carry waste products away from 
the cells. The blood vessels that carry blood rich in oxygen away from the heart are called arteries; those that 
carry oxygen-poor blood back to the heart are called veins. 


The heart The heart is the pump that moves the blood around the body. It also moves blood to the lungs, 
where the blood picks up oxygen and gives up carbon dioxide. The heart has its own supply of arteries and 
veins to nourish its muscle cells. Unlike most other muscles, the heart muscle can contract on its own. The 
conduction system, which is responsible for controlling the rate of the heartbeat, contains a pacemaker that 
fires and causes the heart to contract. 

There are a number of age-related changes that occur in the heart, including some muscle atrophy and a 
reduction in the amount of blood pumped with each contraction. There is also an increase in nonconducting 
cells, including connective tissue and fat, which make the heartbeat more irregular. Arrhythmias may be 
treated in a variety of ways. There are drugs that control heart rate or reduce the risk of blood clotting. There 
are also pacemakers that can be implanted to control the heart rate. 


Blood vessel changes One of the key changes that occurs with aging is the loss of elasticity of the blood vessels. 
A normal artery—and to a lesser degree, a vein—is elastic. When squeezed it will feel spongy to the touch 
because of a muscular layer that contains elastic fibers. The pressure that blood exerts on the arteries is called 
blood pressure. With age, the blood vessels become less pliable 


because of the loss of elastic fibers, and blood pressure increases. 


Age-related illness: hypertension and heart attacks In a person with normal blood pressure, the heart contracts 
with just enough force to move blood through the arteries and around the body. In a person whose arteries are 
less pliable, the heart must work harder to push the blood through the arteries. This condition is called high 
blood pressure, or hypertension. People can have hypertension for many years before it is discovered because 
it has few if any symptoms. Over time, however, the extra work done by the heart of an individual with high 
blood pressure will take its toll in the form of a heart attack or ruptured blood vessel. 

The arteries that carry blood to the muscle cells of the heart are called the coronary arteries. In older 
people, hypertension is made worse by the accumulation of fatty deposits called plaque, which narrow the 
arteries. Plaque formation has been linked to diet, particularly food rich in saturated fats such as red meats, 
whole milk, cheese, ice cream, and many baked goods. This narrowing, along with the loss of elasticity, can 
block the arteries, reduce blood flow, and cause a heart attack. Autopsies performed on men who died in their 
60s showed that 60 percent had major blockage of the blood vessels supplying the heart. 

There are several medical techniques to correct this problem. The most invasive procedure involves 
replacing the blocked arteries using blood vessels from other parts of the body, usually a vein from the leg. In 
this surgical procedure, called coronary bypass surgery, the surgeon opens the chest and replaces the blocked 
portions of the coronary arteries with a vein. If two arteries are bypassed, the procedure is called a double 
bypass; if four are bypassed, it is termed a quadruple bypass. A less invasive approach to open up blocked 
coronary arteries is called balloon angioplasty. In this procedure a device termed a catheter is inserted into an 
artery in the neck region. A small balloon is then inserted into the blocked artery, which presses the plaque 
against the artery wall and opens the artery. The newest procedure involves using a stent, which is a small 
mesh tube, to open a blocked artery (National Heart, Lung, and Blood Institute, 2016). Stents are preferred 
by most patients because they do not require open heart surgery. 

Hypertension leading to a heart attack is called hypertensive cardiovascular disease. Hypertensive 
cardiovascular disease results from an intricate process of biological and behavioral factors. Having a genetic 
predisposition is one factor, for heart disease does run in families. Environmental factors also play a role. 
Among the environmental factors associated with increased risk of hypertensive cardiovascular disease are 
occupational stress, smoking, obesity, lack of exercise, and low socioeconomic status. 
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One study of the prevalence of angina, which is chest pain that may precede a heart attack, was conducted 
on male and female Swedish twins. Because some were reared in the same home and others had been 
separated at birth, it was possible to separate genetic from environmental risk factors. Genetic factors played 
only a small role in the risk of having angina-like chest pain. Of the subjects who were younger than 65 and 
still working, several psychosocial factors were associated with increased risk of angina, but the profiles 
differed by gender. In women, the factors associated with angina were smoking, obesity, and exhibiting what 
is known as type A behavior, defined as a personality type that is tense or hyper. In men, the factors associated 
with angina were work pressure, being in physically demanding work, smoking, and having a low level of 
emotional well-being (Roger et al., 2011). 

A condition known as congestive heart failure occurs when the heart is unable to pump enough blood to 
meet the needs of the body. The risk of congestive heart failure increases with advancing age (Roger et al., 
2011). Damage after a heart attack, valve damage, or chronic hypertension put stress on the heart, forcing it to 
work harder to provide blood to all the cells of the body. When a person has congestive heart failure, fluid 
accumulates in the lungs and ankles. This medical condition is treated with various drugs including those that 
promote urination to rid the body of excess fluid. 

Many studies have shown that exercise can reduce the risk of heart disease. Older people who 
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exercise regularly have a lower resting heart rate and lower blood pressure (Roger et al., 2011). Exercise 
can also help control plaque formation, but it can’t eliminate the consequences of a high-fat diet. 

In the past, many older people became disabled from the bodily changes that occur with normal aging. 
People who are now reaching old age are in better health and have higher levels of fitness than was true of 
earlier generations. Advances in medical technology along with improvements in diet and exercise levels mean 
that many of these age-related problems can be corrected or eliminated. As a result, rates of physical disability 
in old age have been declining. Scientists now know that the secret to maintaining vitality in old age is not 
likely to be found by bathing in vital spring water, as Ponce de Leön believed, but rather in a complex mix of 
biological, psychological, and social factors. 


Chapter Resources 


LOOKING BACK 


1. How do environmental hazards, developmental processes, and genetic tendencies contribute to the aging 
process? Most scientists agree that aging is probably caused by a combination of environmental, developmental, 
and genetic factors, but they disagree on which factors may be most important. Two theories, the wear and tear 
theory and the somatic mutation theory, emphasize the role of the environment. The wear and tear theory, which 
is based on the idea that the body is like a machine that simply wears out, is now largely discounted. The somatic 
mutation theory holds that environmental insults cause genetic damage, which hastens aging. 

Several other theories highlight the role of developmental processes and genetic programming. The immune 
function theory of aging emphasizes the gradual breakdown of the immune system as the central cause of aging. 
Another theory, the cross-linkage theory of aging, is based on the idea that the gradual accumulation of cross-linked 
collagen causes a number of bodily changes associated with aging, such as hardening of the arteries and stiffness of 
joints. A third theory emphasizes the role of free radicals, unstable molecules that are implicated in a number of 
diseases. Finally, according to genetic control theory, our life span is programmed into our genes. 

2. What is the difference between normal aging and pathological aging? Biological aging refers to the structural 
and functional changes that occur in an organism over time, beginning at maturity and lasting until death. This 
normal process of aging is rarely lethal on its own. Instead, aging-dependent diseases, including cancer, diabetes, 
heart disease, osteoporosis, and Alzheimer’s disease, increase a person’s vulnerability to stress and the probability of 
death. This increased vulnerability is called senescence. While disability rates increase as people age, most people 
spend most of their lives free of disability. 

3. How does aging change a person’s physical appearance and mental functioning? As we age, a number of 
changes occur in the skin. Some, such as wrinkles, sagging chins, and age spots, have no health consequences. The 
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risk of skin cancer also increases with age, because of the cumulative effects of a lifetime of exposure to the sun. Age- 
related changes in the nervous system, which coordinates all other body systems, can affect walking, sleep patterns, 
learning, and memory. As people age, they spend more time in the lighter stages of sleep and awaken more often 
during the night. Because of changing sleep patterns, older people are more prone to chronic insomnia. They are 
also more likely to fall. 

How does aging affect a person’s sensory organs? As people age, they lose sensitivity to perceptual experiences 
associated with vision, hearing, taste and smell, and touch. Older people need more light to see clearly and may 
have trouble seeing in the dark. They also may have presbyopia, which refers to an inability to focus on near 
objects. Two visual disorders that become increasingly common with advancing years are cataracts and glaucoma. 
Both can be prevented or cured with proper medical treatment. As people age, their ability to receive and interpret 
sound declines. The loss of hearing can lead an otherwise healthy individual to become socially isolated from family 
and friends. Taste and smell being closely related, as people lose their ability to smell distinct odors, their sense of 
taste also suffers. A loss of taste in turn affects eating habits. People who can’t taste their food may eat less and 
become malnourished. Finally, the sense of touch, especially in the fingertips, diminishes with age as does the 
ability of the body to regulate heating and cooling. As a result, older people are more affected by heat waves or cold 
spells. Since most of these changes occur gradually, most 


older people adjust to them by making incremental changes in their lifestyles. 

What effects does aging have on the bones, joints, and muscles? Bone depletion is a natural part of aging 
that begins as young as age 30. One of the more serious consequences of bone loss is osteroporosis. Those at greatest 
risk of osteoporosis are small-boned postmenopausal women. New treatments for osteoporosis promise to increase 
bone density and improve the quality of life for older women. 

In both women and men, the most common cause of disability in later life is arthritis, a disease of the joints. 
Mild arthritis causes pain and discomfort; severe forms, like rheumatoid arthritis, can be crippling. The 
development of artificial joints has restored freedom of movement to severely arthritic persons. 

Finally, as people age, their muscles atrophy and their strength declines. Studies show that strength training 
and other forms of exercise can dramatically reduce the loss of muscle strength in the aged. 

How does aging change a person’s sexual capacity? Menopause signals the end of a woman's fertility. The 
physical changes associated with menopause include hot flashes and the loss of natural vaginal lubrication. 
Hormone replacement therapy can relieve these menopausal symptoms, but is associated with a slightly increased 
risk of breast cancer. 

There is no male equivalent to menopause, although male hormone levels do decline with age. One problem 
some older men experience is erectile dysfunction, or impotence. 

What effects does aging have on the heart and blood vessels? High blood pressure, or hypertension, occurs 
when a person’s arteries become less pliable with age or are blocked by accumulations of plaque. If the coronary 
artery becomes blocked, a heart attack will ensue. A number of medical procedures can reduce the risk of heart 
attacks. Balloon angioplasty is a technique that is used to open blocked arteries. In coronary bypass surgery, blocked 
arteries are replaced with blood vessels taken from other parts of the body. Finally, artificial pacemakers can be 
inserted in the chest to steady an irregular heartbeat. 


THINKING ABOUT AGING 


1. 


2. 


Some scientists believe that the human life span can be extended far beyond its current limits. What do 
you think of this idea? Do the theories of aging you have read about in this chapter seem to support it? 

In the U.S., the cosmetic surgery business is in the midst of a boom. Many patients who request this type 
of surgery are motivated by a wish to regain their once youthful appearance. Why do you think Americans 
are so concerned with the outward signs of aging, most of which are relatively harmless? Is this a positive 
or a negative social trend? 

Aging can affect mental functions such as learning and memory. But is the image of the forgetful older 
person a reality or a false stereotype? Is there anything people can do to maintain their mental functions as 
they age? 


4. Doctors advise people that to reduce their risk of osteoporosis later in life, they should build up their 
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bones as much as possible before they reach maturity. Do you and your classmates do anything special to 
strengthen your bones, such as exercising or eating calcium-rich foods? If not, why not? 

5. Scientists say that most cases of erectile dysfunction are psychological rather than physical in origin. Yet 
sales of the new drug Viagra are booming. What do these two facts suggest to you about sexuality in our 
society? About attitudes toward aging? Are all the people who take Viagra elderly? 
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EXPLORING THE INTERNET 


1. The National Center for Health Statistics (http://www.cdc.gov/nchs/) is the U.S. government’s main 
agency that provides information about health. Go to the Center’s website and click on Topics, then click 
on “Diseases and Conditions,” and then click on “Arthritis.” Then click on “Osteoporosis.” Now answer 
the following questions: 


a. How many people in the U.S. have been diagnosed with arthritis? 
b. Which group has a greater incidence of arthritis, men over 50 or women over 50? 


Go back to “Diseases and Conditions” and click on the link to “Alzheimer’s Disease” and answer the 
following questions: 


a. What percent of hospice patients have Alzheimer’s disease? 
b. What percent of nursing home residents have Alzheimer’s disease? 
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Sau there be a mandatory retirement age for pilots? 


© Ingram Publishing RF 


Looking Ahead 


What effect does aging have on creativity, wisdom, and intelligence? 
How does aging change a person’s ability to learn and remember? 
What mental disorders are more common among the aged than among the young? 


How does a person’s personality affect his or her ability to cope with changes that come with age? 


te ge En a a 


What stages of development do adults go through, and how do older men and women differ in their development? 


n January 15, 2009, Captain Chesley Sullenberger, known as Sully, became a national hero when he 


landed an engineless plane in the Hudson River, saving the lives of all 154 passengers. It was the first 
time in 45 years that a major aircraft crash-landed in the water without fatalities. Sullenberger had 
decades of experience flying everything from a glider to a jumbo jet. After both engines blew, 
Sullenberger reportedly told his 150 passengers to brace for impact because they were going down before 
maneuvering over a bridge and between skyscrapers to land the plane safely on the river. He walked the 
length of the sinking jet twice to verify that all his passengers had got off safely before exiting himself. 
Sully was nearing his 60th birthday at the time of the crash. If he had not been flying that day, the 
outcome might well have been different. Yet as late as 2007, airline pilots were required to retire at age 
60. The presumption was that older pilots are less alert and less able to act decisively than younger pilots. 
In this instance, however, experience clearly trumped age. 

Do people lose some cognitive abilities as they age? Does experience compensate for declines in other 
functions? 

In this chapter we will learn what is known about changes in intelligence, learning ability, and 
memory. 

These issues are the subject matter of psychology, the scientific study of behavior and mental 
processes. Psychology is a discipline that focuses on the individual. Social gerontologists who study 
psychology attempt to explain processes of development and change that affect people over the life 
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course as well as individual differences in the level and type of change. This chapter begins with a 
discussion of the psychological elements of personality, individual identity, intelligence, and memory that 
comprise the basic elements of the self. Then we explore how psychological functioning changes with 
advancing age and consider various adaptations that individuals make to these changes. The last section 
of this chapter reviews stage theories and research on adult development. 


Throughout the chapter, we emphasize that there is often a wider range of individual differences within a 
group such as the aged than between groups in various aspects of psychological functioning. Among the 
factors that create variation in psychological functioning are a person’s health, psychosocial history, aspects of 
individual identity such as race or gender, and environmental influences such as social class, level of education, 
and social support system. 


AGING AND COGNITIVE CHANGE 


The mind not only coordinates bodily functions but determines who we are as individuals. As far back as the 
ancient Greeks, people have been curious about how the mind operates, because behavior, at least voluntary 
action, is the result of mental processes. Cognitive psychology is the study of mental processes. Psychologists 
have conducted extensive research on how mental processes change over the life course. Social gerontologists 
are concerned with identifying and understanding patterns of change in mental processes associated with age. 

In this section, we report results of research on changes in intellectual functioning over the life course. 
Age-related changes in psychological functioning can affect an individual’s ability to lead a normal life, so we 
also look at how cognitive changes influence social interactions, work performance, and interpersonal 
relationships. 


Creativity and Wisdom 


In 1994, the art world was consumed by a contentious debate over the most recent paintings of 90-year-old 
artist Willem de Kooning (1904-97). As a young man, de Kooning had established a reputation as one of the 
leading twentieth-century artists for his complex, richly detailed abstract compositions of the female figure. 
When he was in his late eighties, de Kooning was diagnosed with Alzheimer’s. During the following years, he 
painted more than 300 abstract paintings. Some art critics consider these among the finest and most sensitive 
artistic achievements in modern art, while others believe the simplicity of these paintings demonstrates his loss 
of creative power and increasing senility (Marcus et al., 2009). Were de Kooning’s spare new creations an 
indication of a “serene simplicity” and “new sense of rigor” as his admirers claimed, or did they reflect, as his 
critics contended, a loss of his creative powers and advancing senility? In fact, there was no way to adjudicate 
that debate, for creativity is the most elusive mental process to define and measure. Much lies in the eye of the 
beholder. 

Because the most notable contributions of many scientists, artists, and authors have been made before the 
age of 40, some researchers believe that creativity peaks early. After all, Einstein won the Nobel Prize for his 
contribution to quantum theory when he was only 26. But novelist John Updike wrote his prize-winning book 
Rabbit at Rest when he was in his 60s, and Grandma Moses was still painting at 100. 

Whereas creativity is a measure of divergent thinking, meaning the production of alternative solutions to a 
problem or situation, expert knowledge that people acquire in the fundamental pragmatics of life is what most 
people think of as wisdom (Jeste et al., 2010). What is wisdom? According to a study of college students, 
wisdom consists of such traits as the ability to reason, the ability to learn from experience, judgment, and the 
ability to use information. Verbal ability and practical problem-solving ability were viewed as components of 
wisdom in another study (Sternberg and Grigorenko, 2005). More precisely, wisdom is an ability to grasp 
paradoxes, reconcile contradictions, and accept compromises. Because wise people weigh the consequences of 
their actions on themselves and others, wisdom is suited to practical decision making. Older people 
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have been shown to evaluate a stranger’s personality and judge character more accurately than do younger 
individuals (Helmuth, 2003). For example, when given a list of behaviors of fictional people, older people 
overlook distracting but relatively unimportant actions and focus on those behaviors that are more diagnostic 


160 


of character (Hess and Auman, 2001). 


Wisdom involves the ability to learn from experience. 
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Wisdom helps people adapt to aging. Although stressful life events such as a health problem are 
responsible for differences in well-being among the elderly, older people do not react to identical situations in 
the same way. What may be unbearable for one person might be tolerable or beneficial for another. Research 
suggests that wisdom does not alter the challenges facing an older person but that one who has this elusive 
characteristic is likely to be more satisfied with life (Ardelt, 1997). 


Intelligence 


Creativity and wisdom are components of intelligence. Researchers believe that the quality we refer to as 
intelligence is the product of two fundamental types of skills: fluid intelligence and crystallized intelligence. 


Fluid intelligence Fluid intelligence refers to the capacity to process novel information. It is the ability to 
apply mental power to situations that require little or no prior knowledge (Sternberg and Grigorenko, 2005). 
It is largely uninfluenced by prior learning. In this sense, it is partly synonymous with creativity. Fluid 
intelligence is required to identify relationships and to draw inferences on the basis of that understanding. 
Being able to figure out the rules governing a number series is an example of fluid intelligence. 
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Psychologists measure fluid intelligence along two broad dimensions, verbal and performance intelligence. 
On tests, the verbal component focuses on learned knowledge, including comprehension, arithmetic, and 
vocabulary; the performance component measures puzzle-solving ability involving blocks or pictures. 

Early psychological research consistently found age-related declines in verbal and performance intelligence 
among people older than 60, a finding so persistent it was called the classic aging pattern (Moody, 1994). 
However, the Seattle Longitudinal Study conducted by psychologist K. Warner Schaie and his colleagues 
challenged the idea that intelligence inevitably declines with age. Schaie collected data on more than 5,000 
individuals aged 25 to 88 during six waves beginning in 1956, with the last tests conducted in 1991. Schaie 
measured intelligence as verbal meaning, spatial orientation, inductive reasoning, and number and word 
fluency, which explain most individual differences in cognitive ability among children and adolescents (Schaie, 
1994). 

On average, the subjects in the Seattle Longitudinal Study showed a gain in all components of 
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intelligence until they reached their late 30s or early 40s. The period of gain was followed by a period of 
stability until the early 60s, when most subjects showed a modest decline in some abilities. Then, around age 
70 intelligence declined more rapidly (see Figure 7-1). Although all of Schaie’s subjects had declined on at 
least one of five mental abilities by age 60, none had declined on all five, even by age 88. Schaie also found 
that, over time, the gap in test scores between young and old declined. Schaie concluded that significant 
intellectual decline occurs only late in life, that there is great variation in the type and level of change between 
individuals and between cohorts, and that many people maintain high levels of intellectual functioning on 
many measures in advanced old age (Schaie, 1996). To summarize, there are four main conclusions from 
Schaie’s research: 


USIKGGW Longitudinal Change in Primary Abilities. 


LEE EE 


—+ Inductive reasoning 
— - Spatial orientation 
«o» Perceptual speed 
—- Numeric ability 
E- Verbal ability 

> Verbal memory 


Mean T-Scores 


Lem. mem) ee Se ENEE eme) 
25 32 39 46 53 60 67 74 Si 88 
Age 


Note: From seven-year within-subject data. 


Source: Schaie (1994:306). 


The classic aging pattern was generally confirmed but cognitive change in old age was more complex than a 
straightforward downward decline. 

Noticeable changes in intelligence occurred around age 70. 

There is great variation among individuals in the rate of decline and lifestyle factors can slow the rate of 


decline. 
Some individuals show no cognitive decline even in their 90s. 
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The idea that fluid intelligence, the ability to process new information, does decline with age has been 
confirmed by other studies (Aizpurua and Koutstaal, 2010). However, lifestyle factors can play an important 
role in maintaining brain health. People who exercise regularly, eat a healthy diet and remain socially engaged 
can reduce the losses in fluid intelligence that accompany advancing age (Weinstein and Erickson, 2011). 

Another factor is health. Healthier people maintained higher levels of intellectual functioning than those 
who are ill. Socioeconomic status is also associated with variation in cognitive decline. People of high 
socioeconomic status are better able to maintain their intellectual abilities than those of low socioeconomic 
status, due to favorable environmental circumstances such as above-average education, interesting work, and 
above-average income. These resource provide them with access to 
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intellectually stimulating activities such as reading, travel, attending cultural events, and participating in 
professional associations (Rabbitt, 2005). 
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THE SECRETS OF SUPER-AGER BRAINS 


Ithough there is an abundance of research on mental decline in later life, some older people still have 


excellent memories well into their 80s and beyond. These individuals are “super-agers,” an elite group of 
seniors whose memories are as sharp as people in their 50s. To find out why “super-agers” seemed to have 
such exceptional cognitive capacity, researchers viewed the MRI scans of 12 “super-agers” and compared 
them to the MRIs of 10 normally aging individuals and 14 middle-aged people. What they found was that 
the cortex of the super-agers’ brains, that is, the outer layer that is important for memory, was much less 
likely to exhibit the thinning that usually occurs in old age. Rather the cortex of the super-agers’ brains was 
more similar to people in their 50s. More astonishing were their findings about another area of the brain, 
called the anterior cingulate, that supports attention and thus affects memory. In the super-agers the 
anterior cingulate was actually larger than in the 50-year-olds. 

Super-agers appear to be uniquely protected from the deterioration of memory and atrophy of brain 
cells that accompany aging for most people. By learning more about how super-agers’ brains function, we 
may begin to understand why memory loss occurs and what goes wrong when people develop Alzheimer’s 
disease (Harrison et al., 2012). 


What Do You Think? 


1. How accurate is the memory of older people in your family? Is anyone forgetful? 
2. Do you know any older person who might be a super-ager? 


Another factor is previous type of work. Research suggests that people who remain active have higher 
levels of cognition than people who are couch potatoes. Some people become less active after they retire and 
spend less time giving their brains a workout, while others seize upon their new freedom to do things they had 
never had time for. What distinguishes active from passive retirees? One answer is that the nature of one’s 
former job has a spill-over effect in retirement. People who retired from managerial or professional jobs are 
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more likely to spend time in retirement in cognitively demanding activities such as reading, socializing, and 
traveling. By contrast, people who retired from jobs involving skilled work or clerical work are more likely to 
spend time in passive activities like watching television (Baer et al., 2013). 

Cognitive functioning is also associated with mental health. As people age, they are more likely to 
experience difficulty performing memory tasks if they are depressed or experience a great deal of daily stress. It 
may be that stress and depression make it more difficult to focus on a task 
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(Bunce et al., 2008). People are also less likely to exhibit cognitive decline if they have regular social ties. 
Social activity appears to influence the way the brain processes information and helps the brain to function 
better (Ristau, 2011). One study found that women with larger social networks were significantly less likely to 
develop dementia than more isolated women (Diament, 2008). 

One study of older people in Australia followed more than 700 men and women over a period of six years 
to determine whether staying active could prevent cognitive decline. The subjects were rated in terms of how 
often they engaged in four types of activities—household maintenance like gardening or taking care of their 
car, domestic activities like washing dishes or cooking dinner, social activities like participating in a club or a 
sport, and service to others (caring for a family member, doing volunteer work). They found that activity level 
had a significant effect on various measures of cognitive functioning. The lesson? Stay active and you will age 
well (Newson and Kemps, 2005). 

Other research suggests that there is a strong genetic influence (heritability) on intelligence that remains 
stable over the life course. Swedish researchers studied 240 sets of identical twins with an average age of 83. 
Tests of the twins’ cognitive ability showed that genetic factors accounted for about half of the individual 
differences in cognitive ability. The rest were caused by environmental factors such as their jobs, eating habits, 
and exposure to stress (McClearn et al., 1997). Thus, nature and nurture were about equally important. 

Heritability may also be involved with “super-agers,” those exceptional individuals who maintain the 
cognitive abilities of much younger adults well into their 80s. The “Diversity in the Aging Experience” feature 
tells more about those individuals who seem to defy the normal course of aging. 


Crystallized intelligence Although research does show some decline in fluid intelligence in old age, there is 
little or no decline in crystallized intelligence. Crystallized intelligence is based on the information, skills, and 
strategies that people have learned through experience. It reflects accumulated past experience and 
socialization. Defining a word draws on crystallized intelligence. Whereas fluid intelligence denotes a capacity 
for abstract creativity, crystallized intelligence refers to the acquisition of practical expertise in everyday life. 
On most measures, adults remain stable or improve with advancing age although they do show a decline on a 
measure of intellectual interest (Zimprich et al., 2009). 

Some studies have found that as people grow older, they demonstrate increasing competence in solving 
problems in their chosen fields and in their ability to handle daily challenges. For example, older chess players 
have poorer recall but are better able to plan ahead than less experienced players. Their ability to plan their 
moves helps them win (Sternberg and Grigorenko, 2005). 

Everyday problem solving cannot be studied as an isolated act of pure cognition in a laboratory or test- 
taking situation. Problem solving in the real world is largely defined by the goals of daily living that allow the 
elderly to maintain an independent lifestyle. Stimulating activities can help to reduce dependence and allow 
people to remain active (Wilson, 2011). What older people fear most is being unable to care for themselves 
and becoming institutionalized. “An Issue for Public Policy” discusses the 2007 change in mandatory 
retirement for airline pilots. 


Learning and Memory 


Have you ever tried to introduce a friend to another person and found, to your embarrassment, that you could 
not remember her name? This rather common ocurrence, known as the tip-of-the-tongue phenomenon, 
reflects a problem in retrieving information from memory. As people get older, such annoying minor lapses in 
memory become more frequent. These lapses reflect normal age-related changes in cognitive functioning 


(Maylor, 2005). 
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In most individuals these memory lapses are not symptoms of Alzheimer’s or any other disease. They are 
simply part of normal aging processes that have a minimal effect on functioning. Although forgetfulness can 
be frightening, most people find ways to compensate. They may make lists of things 
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to do, keep keys and glasses in the same place when they aren’t using them, and attempt to memorize the 
name of a new acquaintance by associating the name with a physical feature. All these techniques help 
improve memory and avoid the tip-of-the-tongue phenomenon. Some people use age as an excuse to manage 
conversations when they experience a memory lapse. Older people who forget a friend’s phone number or 
where they put a shopping list may say things like “Getting old does that to your memory.” Others may try to 
put the blame elsewhere, perhaps saying, “Tve never been able to remember phone numbers” or “There is so 
much going on it’s impossible to remember anything” (Ryan et al., 2002). These techniques help keep them 
from feeling embarrassed about temporary forgetfulness. In the following section we first describe age-related 
changes in memory and then describe differences between short-term and long-term memory. 
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SHOULD THERE BE MANDATORY RETIREMENT FOR AIRLINE PILOTS? 


n November 23, 2006, the International Civil Aviation Organization (ICAO) relaxed the controversial 


upper age limit of 60 years for airline pilot captains. Known as the Age-60 Rule, the new standard allows 
airline pilots to fly until they reach age 65 as long as they work in a multi-crew cockpit where the other 
pilot is under age 60. The rule was changed following an investigation into whether mandatory retirement 
at age 60 was unfair to experienced pilots. Research into the safety performance of aging pilots found that 
there was no evidence to support the mandatory retirement age and that the risk associated with 
incapacitation of pilots age 60 or older was minimal. Further, countries that had an age limit higher than 60 
had had positive experiences with older pilots, suggesting that they posed no significant risk to flight safety. 
The conclusion from the investigation was that pilots’ retirement age could be safely increased by several 
years as long as older pilots worked in a multi-crew environment (Cornell et al., 2007). Any decrease in the 
cognitive ability of older pilots was more than compensated by the increased years of experience. 

The new regulation did not end the controversy about a mandatory retirement age for airline pilots, 
because the new international standard merely extends the retirement age from 60 to 65. If it can be shown 
conclusively that older pilots pose no threat to safety, then the ICAO may further extend the age limit or 
eliminate it entirely. 


What Do You Think? 


1. Should there be an age limit for certain kinds of jobs? 
2. Would you feel comfortable flying in a plane with a 70-year-old pilot? 
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Age-related changes Learning and memory are important and intimately related components of cognition. 
Learning is the process of acquiring knowledge and skills; memory is the retention or storage of that 
knowledge. During a stage of memory termed encoding, information that is learned is placed into memory 
and stored for later use. 

Research also shows that the testing conditions that are used to probe age-related changes in memory can 
have a significant effect on the results (Helmuth, 2003). Hasher tested 20-year-olds in the late afternoon and 
60- to 70-year-olds in the morning and found age differences on basic memory tests were cut in half (Hasher 
et al., 2002). It was concluded that older people were “morning people” and college-age students were 
“afternoon people” in terms of this test-taking task. To comprehend why some memory processes work less 
efficiently in older people, we must understand the structure of memory— where information is kept and how 


it is handled. 


Short-term and long-term memory ‘Think about all the sights and sounds you experience in a single day. You 
take notes in class. You receive an assignment from your teacher. You read information in a textbook. You try 
a new recipe for dinner. You watch a rerun of Seinfeld. You agree to meet your friends at a basketball game at 
a certain time and place. How does your mind keep track of all this information? It does so by processing it in 
two different but related storehouses. The first storehouse is working memory, which refers to the ability to 
temporarily store and manipulate information. An example would be a backwards span test where people are 
asked to recall a list of numbers in reverse order. Research shows that declines in working memory do occur 
with advancing age. 
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These declines have important implications for navigating everyday tasks such as memorizing lists of words, 
reasoning, producing complex written and spoken language and word-by-word processing of complex 
sentences (Zelinski et al., 2011). 


A 


Older people have shown increasing interest in using the Internet. 


© Blend Images/Alamy RF 
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Long-term memory is the permanent storage site for past experiences. It involves our ability to recall 
distant people and events, such as those from our childhood, as well as various skills we have learned, such as 
reading and driving. Our stored memories allow us to remember places, events, and individuals from our past. 
They also help us make meaningful connections between the past and the present. We need our long-term 
memory to negotiate our day-to-day activities. We call on these memories for such simple tasks as shopping, 
finding our way around town, and recognizing acquaintances. 

Long-term memory is relatively stable and declines only slightly with age, although older people may take 
longer to retrieve information from memory than young people and are more subject to false or inaccurate 
memories (Maylor, 2005). 

Overall, older adults find it more difficult to remember new information such as lists of words or the 
details of specific events and are more likely to falsely remember events that might have possibly occurred but 
did not actually happen. In trying to recall familiar words and names, they also report more “tip-of-the- 
tongue” experiences than younger adults. A more positive finding is that vocabulary scores increase at least 
until people are in their seventies (Zelinski et al., 2011). Decision making based on experience also improves 
with age. 

Yet what matters most in performing daily activities and maintaining an independent lifestyle is the ability 
to use problem-solving skills. In this regard, most older people have few difficulties unless poor health 
undermines their sense of self-reliance. 


Learning and Information Technology 


The Internet has revolutionized the world. Children as young as age 2 play computer games, college students 
get class assignments and communicate with their teachers by email, and workers in many industries and 
occupations spend much of their day on the computer. The Internet can be an important source of 
information, enhance communication with family and friends, and even help with routine tasks such as 
banking and shopping (Czaja and Lee, 2001). 

Older adults are among the fastest growing computer and Internet users in both a personal context and in 
the workplace. An increasing number of older adults are using computers for communication, entertainment, 
and information. Benefits of the computer for older people include a sense of being connected, general 
satisfaction, and having a positive learning experience. However, the needs and concerns of older adults as 
computer users differ from those of younger users due to the natural changes associated with the aging process 
(Wagner et al., 2010). Yet more so than younger people, older adults may feel frustration in using the 
computer due to physical and mental limitations and a sense of mistrust (Gatto and Tak, 2008). Older people 
also have more trouble working the mouse to point, double click, and drag. These problems are largely due to 
declines in motor control and manual dexterity rather than to any decline in learning ability. 

Is it possible to improve working memory? In one clever study, scientists devised a video game called 
NeuroRacer to target deficits in cognitive skills in older people. NeuroRacer is a three-dimensional video 
game that involves three tasks: a simulated driving task, a perceptual discrimination task (reading a road sign), 
and multitasking, which involves both driving and reading the road sign simultaneously. In the first phase of 
the study, 180 participants of all ages played the game and sure enough, older people had more trouble 
multitasking. In a second experiment that only included older adults, one group played NeuroRacer in the 
multitasking training mode for a month, another group played NeuroRacer just once, and a third group did 
no game playing. The group that received the month-long training not only improved in their ability to 
multitask while playing the game but also showed a general improvement in working memory and attention 
span (Anguera et al., 2013). These results suggest that cognitive declines associated with aging can be 
improved and maybe even reversed. 
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MENTAL DISORDERS 


There are many disorders in brain functioning that can cause problems in old age. The two main brain 
disorders are dementia and Alzheimer’s, as shown in Table 7-1. The section that follows describes three of the 
more common problems: Alzheimer’s, vascular dementia, and depression. 
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Table 7-1 Erikson’s Stages of Psychosocial Development 


Opposing Possibilities Developmental Tasks 

1. Basic trust versus mistrust Birth to 12 months—Baby develops sense of whether world is good or 
bad 

2. Autonomy versus shame 18 months to 2 years—Child develops balance of independence over 

y y D D 

doubt 

3. Initiative versus guilt 3 to 6 years—Child begins to try out new things and is not 

8 y g ry & 


overwhelmed by failure 


4. Industry versus inferiority 6 years to puberty— Child must learn basic skills of the culture or 
develop a sense ofincompetence 

5. Identity versus identity confusion Puberty to young adulthood—Adolescent must gain a sense of self or 
experience confusion about roles 

6. Intimacy versus isolation Young adulthood—individual attempts to make commitments to 
others or suffers from isolation and self-absorption 

7. Generativity versus stagnation Middle adulthood—Mature adult is concerned with guiding the next 
generation or feels a lack of fulfillment 


8. Integrity versus despair Old age—Individual must integrate caring for others with the need to 


accept care and the possibility of death 


Source: Papalia and Olds (1998:76). 


Dementias 


Dementias are mental disorders caused by severe organic deterioration of the brain. They affect memory, 
cognitive functions, and personality to a degree sufficient to interfere with normal activities and social 
functioning (American Psychiatric Association, 1994). Symptoms of dementia include impairment of 
memory, intellect, judgment, and orientation and excessive or shallow emotions. Dementia may also be 
accompanied by depression, anxiety, delusions, and challenging or aggressive behavior (Woods, 2005). The 
two most common forms of dementia are Alzheimer’s disease and vascular dementia. 

There are many causes of dementia, but evidence suggests that early life adversity significantly increases 
the risk of developing dementia in old age. Infants who are deprived of adequate nutrition have smaller brains 
than do infants who are well-nourished. Although those who experienced such adversity may function 
normally throughout their lives, the aging process aggravates poor early brain development, leading to 
dementia. Early life adversity associated with poor nutrition and poverty can also operate indirectly by 
reducing the chance for higher education and thus the mental stimulation that comes from challenging 
courses and the interesting jobs available to those with a college degree. There is also evidence that cognitive 
impairment is hereditary. The Carolina African American Twin Study of Aging included 95 pairs of African 
American twins who were 50 years of age and older. Forty-three of the twins were monozygotic, meaning 
they came from 
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the same egg and shared the exact same genes and 52 were dizygotic, meaning they came from different 
eggs. Thirty percent of the monozygotic twins (30.2%) were cognitively impaired compared with just 17 
percent of the dizygotic twins. Based on these results, the authors concluded that cognitive impairment was 
inherited and that genetics plays a relatively large role in its development (Whitfield et al., 2009). Poverty also 
is linked to greater risk of hypertension, heart disease, and stroke, all conditions that increase the risk of 
cognitive impairment (Zhang et al., 2008). 
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Traumatic head injuries also increase the risk of Parkinson’s disease, cognitive impairment and perhaps 
dementia (Jordan, 2009). One study examined the effect of chronic repetitive head injuries on former football 
players. In this study, 2,500 retired professional football players with an average age of 53.8 years and an 
average professional football playing career of 6.6 years completed a general health questionnaire. Sixty-one 
percent had sustained at least one concussion during their football careers, and 24 percent had sustained three 
or more concussions. Compared with retirees without a history of concussion, those who had experienced 
recurrent concussions were significantly more likely to exhibit mild cognitive impairment. Retired players with 
three or more reported concussions were five times as likely to show mild cognitive impairment and three 
times as likely to report significant memory problems. Although there was not an association between 
recurrent concussion and the rate of Alzheimer’s disease, retired football players did show an earlier onset of 
Alzheimer’s disease than in the general American male population (Guskiewicz et al., 2005). 

As the proportion of older individuals in the population increases, the prevalence of dementia will also 
increase, because age is the greatest risk factor for this condition. Yet there is some good news as well. In 
higher income countries, more recent cohorts of older people exhibit better health, are more highly educated, 
and have improved nutrition than previous generations. The “Aging Around the World” feature describes a 
recent study of older people in England, Wales, and Denmark that suggests that mental functioning of older 
people may improve as well. 


Alzheimer’s disease Alzheimer’s disease is a common type of dementia. The risk of Alzheimer’s disease 
gradually increases with age. Half of all people who reach 85 will exhibit some symptoms of Alzheimer’s 
disease. Alzheimer’s disease is not reversible, and no known cure exists. It is now the sixth leading cause of 
death in the U.S. (Centers for Disease Control, 2007). Recently, scientists have been able to identify early 
markers that may predict the likelihood that someone will eventually develop Alzheimer’s disease. 
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DECLINING DEMENTIA RATES IN ENGLAND, WALES, AND DENMARK 
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everal recent studies suggest that the prevalence of dementia may be decreasing worldwide. These studies 


indicate that although population aging has continued, older individuals born more recently are, on average, 
in better physical health and appear to develop dementia later in life. One of these studies was conducted 
among individuals aged 65 years or older in England and Wales. Comparing their results to earlier studies, 
the researchers concluded that rates of dementia had declined in the past two decades (Matthews et al., 
2013). A second study compared two cohorts of elderly people in Denmark. The first cohort was born in 
1905 and evaluated at age 93, and the second cohort was born in 1915 and evaluated at age 95. The cohort 
born in 1915 scored significantly higher on a test of mental ability than the cohort born in 1905. This study 
then also provides evidence that younger cohorts have better cognitive functioning than people born before 
them (Christensen et al., 2013). Although these findings are good news, they should be viewed with 
caution. The number of people with dementia worldwide is already large and likely to grow considerably 
simply because of population aging. The prevalence rate may be falling, but the absolute number of people 
with dementia has not decreased. Dementia will still be a huge challenge for health and elder care systems 
around the world. 


What Do You Think? 


1. What kind of programs are we likely to need in the future to properly care for people with dementia? 


2. Has anyone in your family suffered from dementia? If so, who cared for that person? 


The onset of Alzheimer’s disease is often slow and involves subtle changes. One of the early signs of 
Alzheimer’s, which also occurs in many aging individuals without this disorder, is the loss of short-term 
memory. However, Alzheimer’s patients forget permanently, whereas aging adults with normal memory loss 
may forget only temporarily. For example, a normal individual may forget where she put her keys but then 
trace back her steps and remember she left them on her desk. An Alzheimer’s patient will never find his keys. 

Other signs of Alzheimer’s are repetition and confusion. Alzheimer’s patients may ask the same question 
over and over or confuse day and night. They may do things that are dangerous, like leaving a pot of food 
cooking on a stove or wandering outside and getting lost. Alzheimer’s patients may also mistake TV pictures 
or images in a picture for real people. About one-third have delusions involving theft (Woods, 2005). 
Memory loss slowly progresses until the individual is unable to perform daily activities such as dressing and 
bathing. 
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Alzheimer’s patients may also exhibit dramatic personality changes. People who were once outgoing and 
personable may become withdrawn and verbally or physically aggressive. These changes are particularly 
disturbing to their caregivers and can place great stress on family relationships. Family members often feel 
sorrow because they have lost the person they once knew. One study of caregivers found that those who 
reported higher levels of caregiving stress had poorer self-rated health, poorer physical function, and high 
levels of depressed mood (Lu, Y.F., and Wykle, M., 2007). The spouse may also feel lonely and 
unappreciated, as people with dementia seldom show affection or seek intimacy. As one man described his 
sense of loss with tears in his eyes, “She no longer even smiles at me” (Stephens and Qualls, 2007:55). Most 
Alzheimer’s patients are cared for at home until they reach advanced stages when they lose bodily functions 
and require skilled nursing care. Eventually the disease causes their death. 

The daily fluctuation in the level of functioning of people with Alzheimer’s disease is often confusing to 
family members and professional caregivers. C. Johnson and R. Johnson (2000) conceptualize Alzheimer’s 
disease as a “trip back in time.” Their “trip back in time” model explains why a person with Alzheimer’s 
disease can discuss in detail something that happened 40 years ago but may be unable to recall what they had 
for lunch or the current year. It also helps explain why people who suffer from Alzheimer’s disease might not 
recognize their reflection in a mirror—in their minds they are not elderly. 
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The exact cause of Alzheimer’s disease is unknown, but there are many theories, which fit into two general 
categories: genetic predisposition and environmental influences such as nutrition, disease, or stress (Cisse and 
Mucke, 2009). Support for the view that people are genetically predisposed comes from research showing that 
a family history of Alzheimer’s increases one’s risk. One study of 8,000 twins who were World War II 
veterans and ranged in age from 65 to 75 found a low prevalence of Alzheimer’s overall, less than 1 percent 
(Breiter et al., 1990). Among the veterans who were fraternal twins, there were no cases where both twins 
were diagnosed with Alzheimer’s disease. This is what one would expect, because the genetic background of 
fraternal twins is no more alike than that of any other siblings. The story was quite different for identical 
twins, who do share the same genetic material. Among the veterans who were identical twins, 35 percent of 
those who had Alzheimer’s also had a twin who was afflicted with the disease. This study strongly supports 
the theory that a tendency to Alzheimer’s is inherited. At the same time, it suggests a strong environmental 
component, since 65 percent of the identical twins who had Alzheimer’s had twins who did not. Researchers 
continue to search for a specific gene associated with Alzheimer’s. 

At present there is no cure for Alzheimer’s disease, and the downward progression of failing memory may 
be rapid. Some medications may help control the behavioral symptoms of AD such as sleeplessness, agitation, 
wandering, anxiety, and depression. There is some evidence, however, that people can exert control over the 
risk of developing Alzheimer’s disease. The Cardiovascular Health Study followed more than 900 men and 
women over a period of 10 years. The subjects completed medical tests, filled out questionnaires about their 
physical activities and daily lives, and received MRI scans of their brains. Those who exercised regularly such 
as walking, cycling, swimming, dancing, and even gardening had less risk of memory decline or developing 
Alzheimer’s than those who were least active (Raji et al., 2016). 


Vascular dementia ‘The second most common cause of dementia is called vascular dementia, accounting for as 
many as 40 percent of cases. Vascular dementia, which typically begins between the ages of 60 and 75, affects 
men more often than women. It is caused by atherosclerosis (commonly called “hardening of the arteries”) of 
blood vessels in the brain. The arteries become clogged, blocking blood flow to the brain. Disruption of blood 
flow leads to damaged brain tissue, resulting in “mini” or silent strokes. A stroke is a rupture or obstruction of 
a blood vessel to the brain that damages brain tissue. Aphasia, damage to the speech and language centers in 
the brain, is one of the 
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consequences of a stroke. Aphasia occurs when the brain is deprived of oxygen. Symptoms include confusion 
or problems with short-term memory; wandering, or getting lost in familiar places; and losing bladder or 
bowel control. There is no treatment, and the damage to the brain cannot be reversed. The patient usually 
gets worse over time as more mini strokes occur. 

The major risk factor for vascular dementia is high blood pressure. Eighty percent of vascular dementia 
patients have a history of high blood pressure. Other risk factors are diabetes, obesity, and smoking. The 
symptoms of vascular dementia and Alzheimer’s disease are so similar it can be difficult for a doctor to make a 
firm diagnosis (Reed et al., 2007). As is the case with Alzheimer’s, there is no cure and the damage is 
irreversible. 


Depression 


Is it depressing to grow old? The answer partly depends on how depression is defined. According to current 
psychiatric philosophy, depression is more than a fleeting sense of sorrow or despondency that we all feel on 
occasion (Beck and Alford, 2009). Rather, clinical depression is a set of symptoms that include (1) depressed 
mood, (2) loss of interest in pleasurable activities, (3) loss of appetite, (4) sleep disturbance, (5) fatigue, (6) 
feelings of worthlessness and guilt, (7) difficulties in thinking and concentration, (8) psychomotor 
disturbances, and (9) suicidal notions for at least a two-week period (Beck and Alford, 2009). To be diagnosed 
with major clinical depression, an individual must report five of those symptoms, and the five must include the 
first two symptoms listed. 

According to strict diagnostic categories, the elderly are less likely than younger people to be depressed. 
The problem is that current psychiatric measures of depression exclude much of the sadness caused by illness, 
grief, restricted physical activity, and disability. When depression is measured more broadly to include such 
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feelings and behaviors as an inability to get going, feeling sad, having trouble sleeping, feeling lonely, being 
unable to shake the blues, and having trouble concentrating, the results differ dramatically. By these criteria, 
many more older people can be considered depressed. Factors that put older people at risk of becoming 
depressed include bereavement due to the loss of a spouse, other family members, and close friends, and the 
strain of caring for an ill spouse (Fiske and Jones, 2005; Fiske et al., 2003). 

Women of all ages exhibit more depressive symptoms than men, and the gender gap increases with age. 
(Wilhelm et al., 2008). The sources of this gender gap include the loss of a support network, declining health, 
and decreased income. These losses have less effect on men because they are more likely than women to 
remarry if they become widowed and because they are less likely to become disabled. Figure 7-2 shows rates of 
depressive symptoms among people 65 and older. Depression increases slightly among the old-old and is 
higher among women than men. 


LST Percent of People Aged 65 and Over with Clinically Relevant Depressive 
fe) Symptoms, by Age and Sex, 2002. 


65 and over 651074 75 and over 


Source: U.S. Census Bureau (2005b). 


People who continue working past age 65 are less likely to be depressed than non-workers. This is 
especially true among people who continue working because they get a sense of personal 
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fulfillment from their jobs rather than those who work out of financial need. Workers also are less likely 
than non-workers to be disabled, which partially accounts for their better mental health (Christ et al., 2007). 

There are also racial differences in the risk of depression in later life. In the adult population as a whole, 
African Americans exhibit more symptoms of depression than whites. The question is whether this is also true 
among the elderly. The Chicago Health and Aging Project is a longitudinal study of community-dwelling 
people aged 65 and older. More than 6,000 people were interviewed for the first time between 1993 and 1997. 
They were then interviewed twice more, between 1997 and 2000 and between 2000 and 2003. The results 
showed that African Americans were more likely than whites to report symptoms of depression and that the 
disparity worsened over time (Skarupski et al., 2005). 

Rates of depression are especially high among nursing home residents, ranging anywhere from 25 to 50 
percent. Depression is three to five times higher among nursing home residents than among older people who 
live in the community (Minicuci et al., 2002). Important causes include loss of independence, feelings of social 
isolation and loneliness, lack of privacy and frustration at the inconvenience of having a roommate and sharing 
a bathroom, the loss of autonomy, ever-present death and grief, staff turnover, and lack of meaningful 
activities (Choi et al., 2008). Some depression among nursing home residents may be alleviated by 
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antidepressants. Moderate exercise can also reduce anxiety and depression (Gaboda et al., 2011). Training 
staff to recognize depression in residents is also important so help can be provided before problems escalate 
(Abrams et al., 2016). 

It is important to treat depression in older people, because depression can have a negative effect on both 
physical and mental health. One study found that depression can increase the risk of a heart attack or stroke 
and that treating people for depression can reduce these risks (Stewart et al., 2014). Other research has found 
that middle-aged and older people who are depressed are more likely to develop dementia as they age. No one 
really knows why this happens, but we do know that the risks for both Alzheimer’s disease and vascular 
dementia nearly double among people who have suffered from depression after the age of 50. These findings 
have important implications for mental health services: preventing clinical depression could reduce dementia 
(Diniz et al., 2013). 


PERSONALITY AND ADAPTATION 


We have seen in the previous sections that multiple changes occur as a result of normal aging. How an 
individual adapts to these changes is greatly influenced by his or her personality. Personality is a social 
construct that defines who we are and how we react to our environment. In this section, we explore the 
research on personality continuity and examine how personality styles affect the ability of older people to 
adjust to changes in sensory capacity and cognition. 


Personality and Aging 


In the broadest sense, personality includes all facets of who we are and how we react to events and situations 
in our environment. It is often measured according to attributes called personality traits, which are enduring 
dispositions toward thoughts, feelings, and behavior, both inherited and learned. 

According to trait theory, everyone has most personality traits to some degree, but everyone also has a core 
group of traits that define his or her personality. These defining traits can be organized into five major factors: 
neuroticism, extroversion, openness, agreeableness, and conscientiousness (Roberts and Mroczek, 2008). 

Personality traits have an influence on how people adapt to some of the natural changes that accompany 
aging. In one study, people who scored high on neuroticism were less likely than others to perceive old age as 
a time of psychological growth. For example, more neurotic individuals were less likely to agree that “wisdom 
comes with age” or that “my life has made a difference.” People who scored high on extraversion and 
agreeableness had more positive attitudes and disagreed that “old age 
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is a time of loneliness.” They were also more likely to have good interpersonal relationships (Bryant et al., 
2016). These results suggest that personality traits are not only enduring but also affect quality of life in old 
age. Think about your high school classmates. What will they be like when they are middle-aged? Does the 
life of the party remain extroverted and popular? Is the shy, thoughtful student still quiet and introverted at 
50? Many psychological studies regarding the stability of personality traits over the life course suggest that 
they are enduring but others find that people can change. 

Schaie’s research suggests that, although our beliefs and attitudes may change as we grow older, our basic 
personality is stable after about age 30 (Schaie et al., 2005). Yet other studies suggest that personality does 
change over the life course. Between the ages of 20 and 40, people show an increase in the traits of social 
dominance, conscientiousness, and emotional stability (Roberts et al., 2006). They also show increased self- 
confidence, warmth, self-control, and emotional stability (Roberts and Mroczek, 2008). These are all traits we 
associate with greater maturity. Among the very old, however, there is a decrease in measures of social vitality 
and openness (Roberts et al., 2006). Some of the differences in results may be due to the use of different 
measures of personality. Has your personality changed as you have matured? The answer probably depends on 
how you define personality. 


Personality and Health 
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Personality style can have an effect on health. In one recent study, researchers wanted to determine whether 
dispositional optimism was a stable trait over time and whether it had an effect on the risk of dying of a heart 
attack. The study consisted of four interviews with 887 men, aged 64 to 84 years, over 15 years beginning in 
1985 and ending in 2000. Although optimism scores decreased somewhat over time, men classified as 
optimists in 1985 had a reduced risk of death from heart disease 15 years later (Giltay et al., 2006). Another 
study attempted to discover whether personality predicted an individual’s ability to plan for future care needs. 
One interesting finding was that people who scored higher on openness were more likely to gather 
information about their options for care. Another finding was that people who rated high on agreeableness 
were more aware of their future care needs. The researchers speculated that this may be because agreeable 
people are more altruistic. Thus, they try to plan so they can protect caregivers from becoming too burdened. 
On the other hand, extroverts were less likely to be aware of care they might need in the future, perhaps 
because they have an overly optimistic view of their long-term health (Sorensen et al., 2008). 


Personality and Coping 


Most people have an intuitive sense that personality affects an individual’s ability to deal with life’s ups and 
downs. Personality theorists who have studied aging have focused on two questions. First, how does an aging 
individual cope with life events typically encountered in old age? Second, how can an aging individual develop 
and maintain a positive self-image despite obstacles like illness or the move to a nursing home that may 
accompany aging (Gill and Morgan, 2011). 

Coping refers to a state of compatibility between the individual and the environment that allows a person 
to maintain a sense of well-being or satisfaction with quality of life (George, 1980). Coping strategies may be 
active, confrontational, and purposeful, or they may be passive, emphasizing avoidance, minimization of 
threat, or resignation. Adaptation refers to a range of behaviors an individual uses to meet demands, such as 
developing habits to confront problems and to manage frustration and anxiety (Ruth and Coleman, 1996). 

Research confirms that personality disposition plays a significant role in coping effectiveness (George, 
1980). High levels of anxiety hinder an individual's ability to cope with a stressful situation by interfering with 
the appraisal of alternative courses of action and by reducing the ability to implement behavioral goals. 
Openness to experience, by contrast, indicates flexibility toward one’s environment, which facilitates coping. 
Poor impulse control often precludes well-planned action based 
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on adequate information about a range of behavioral alternatives. An individual who denies or represses 
threat is unable to gather information needed to formulate a constructive plan of action. 

Research has shown that three adaptive skills are especially helpful in coping with stressful life situations 
(Kahana and Kahana, 1996). The first is being able to marshal social support. As we have seen, there is 
substantial evidence that a social support system provides a buffer against stress. Second, a person who is able 
to compensate for losses in social roles by substituting new roles will feel less lonely, remain more active and 
involved in relationships, and find greater meaning in life. Finally, being able to modify one’s environment 
either architecturally or by moving to a more suitable home can reduce stress and enhance life satisfaction and 
emotional well-being. 

Childhood trauma may leave survivors more vulnerable to stress when they grow old and reduce their 
coping skills. The Holocaust was an immense human catastrophe, and those who survived are now coping 
with normal aging processes. One study compared the psychological adaptation of female Holocaust survivors 
living in Israel with other women who had not experienced the trauma of the Holocaust. The researchers 
found that Holocaust survivors still displayed posttraumatic stress symptoms almost 70 years later (Fridman et 
al., 2011). 

As people grow older, they experience changes in sensory capacities and cognitive abilities. Individual 
personality traits have a great deal of influence on how people adjust to these changes. Equally important in 
determining adjustment and ultimately well-being in old age are social factors such as having a social support 
system and adequate resources. 


STAGE THEORIES OF ADULT DEVELOPMENT 
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Psychologists have long been intrigued by the question of whether human psychological development, like 
physical development, proceeds according to an orderly progression. Many major life events take place in 
middle age; the opportunities and choices made during this time have enormous consequences for the quality 
of life in old age. In the section that follows we will examine some prominent psychological perspectives on 
the stages of adult development. 


Erikson’s Theory of Psychosocial Development 


One of the first individuals to analyze adult development systematically was Erik Erikson (1902-94). Erikson 
referred to his theory as a theory of ego development, meaning that he intended to trace the development of 
the conscious self (the ego) over the life course. Erikson presumed that there was a pattern inherent in all 
human development, one that proceeded in stages. Each developmental stage had its time of ascendancy, 
which was defined by a pair of opposing possibilities or dilemmas. One possibility described the optimum 
outcome of the dilemma; the other, the negative, or less healthy, outcome. To successfully resolve the 
dilemma posed at a given stage and move on to the next developmental stage, a person needed to master 
certain developmental tasks (Erikson, 1959). If a person did not master a task appropriate to a particular stage, 
development in subsequent stages would be impaired, as unresolved conflicts from earlier stages were 
perpetuated. At every stage the individual would incorporate earlier themes in the process of confronting the 
central developmental task (Erikson, 1964). 

According to Erikson’s theory, humans experience eight stages of psychosocial development from infancy 
to old age (see Table 7-1). The first six stages unfold during the years between birth and young adulthood. 
Not until the seventh stage does a person enter the broad span of mature adulthood, from age 26 to 50. In this 
stage, the opposing possibilities are “generativity” and “stagnation.” Mature adulthood requires that each 
individual find some way to satisfy the need to be generative and to turn outward toward others. Generativity 
can be expressed by bearing and rearing children, by guiding or mentoring younger adults, or by contributing 
to society through productive or creative activity. If the individual does not somehow nurture and guide 
members of the younger generation, he or she 
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becomes self-indulgent, leading to a sense of frustration and a lack of fulfillment, and ultimately to 
stagnation (Erikson et al., 1986). In the “In Their Own Words” feature, an older woman describes with pride 
her influence on her young intern. 


In Their Own Words 


© McGraw-Hill Education/Andrew Resek 


Generativity through Mentoring 


I know I’ve influenced Allison. That was the intern ... that I make it on my own as a woman, you know, 


and I didn’t necessarily depend on a man, you know. She said, “You're moving back to (City) over the age 
of 50 with no job?” I said, “Yep.” So she thought that was pretty gutsy and I said, “Well, you know I'll find 
work. It may not be what I’m trained to do or what I want to do, but I'll’ find work.” And it worked out. So 
she thought that was pretty gutsy. She would always tell me she wanted to be like me when she grew up.... 
She’s still living at home with her folks, but I just got an e-mail from her that she’s going to look into 
buying something and moving out. 


Source: Rubenstein et al. (2015:557). 
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In the eighth and final stage of life, which culminates in a person’s 70s and 80s, the opposing possibilities 
are “integrity” and “despair.” Old age imposes its own challenges, as the certainty of death gives experiences a 
new meaning. The challenge of this stage is to draw on a life path that is nearly complete, to place oneself in 
perspective among generations still living, and to accept one’s place in an infinite historical progression. A 
person who feels his or her life has been appropriate and meaningful achieves integrity. But someone who 
feels that his or her life has been unfulfilling, that the time remaining is too short, and that death is to be 
feared falls into despair. 

Although Erikson’s stages were originally viewed as a psychological construct, more recent research has 
shown that they depend on cultural context. What this means is that the way people experience these stages 
depends on their race, ethnicity, gender, and social circumstances. 

Erikson’s model has had a formative influence on theories of adult development; nearly all subsequent 
theorists have paid homage to him in some way. Unfortunately, a model like Erikson’s based upon a linear 
sequence does not take into account cultural variations in lifestyle decisions, and behaviors. Gender, race, 
ethnicity, religion, sexual orientation as well as cohort variations can influence the developmental process in 
various ways that do not fit a stage theory (Kropf and Greene, 2009). Further, the span of years between ages 
26 and 50 is a long one; researchers have since identified several developmental stages within this quarter- 
century span. 


Transitions through Adulthood 


In 1978 the psychologist Daniel Levinson published The Seasons of a Man’s Life, in which he reported the 
results of a series of in-depth interviews he had conducted with 40 men between the ages of 35 and 45. Nearly 
two decades later, he published The Seasons of a Woman’s Life (1996), based on interviews with 45 women. 
Levinson’s research was motivated by three questions that reflected Erikson’s influence. The first question 
was, Is there a human life cycle—an underlying order or sequence of seasons through which the human life 
must pass? Second, Is there an adult development process that resembles the child development 
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process? And third—a question Levinson raised only in his research on women’s lives—What is the 
significance of gender in adult development? 

Levinson discovered that men and women shared a developmental pattern that could be divided into a 
sequence of eras, each with a distinctive bio-psychosocial character and each centered on a certain 
developmental task. The eras were connected by cross-era transitions, which terminated one era and initiated 
the next. 


Men’s transition through adulthood The era of early adulthood, which lasts from ages 17 to 45, begins with 
the early adult transition, a time when childhood draws to a close. The developmental task of this era is to 
begin forming an adult identity and ultimately to separate from one’s family by moving out of the home, 
becoming financially independent, and taking on new roles. Most of the men in Levinson’s study managed to 
separate from their families of origin without conflict, but nonetheless created considerable distance from 
their parents. Eight experienced major conflicts with their parents, usually their fathers, which lasted for 
several years. In one case the rift between father and son became permanent. 

As the men entered the age 30 transition, they had an opportunity to work on the flaws and limitations of 
their first adult choices to create a more satisfactory life. Some made a smooth transition, but others 
experienced wrenching conflicts as they tried to decide who they were and what they wanted out of life. In 
this phase many of the men moved, changed occupations, or got divorced. 

In their early forties, most of the men went through a midlife transition. As they sought an answer to the 
question “What have I done with my life,” they struggled both within themselves and with the external world. 
Convinced they could not continue in their past patterns, they questioned every aspect of their lives. Some 
who had been achievement oriented in the past wanted a more sensual, carefree, even nomadic life. Others 
had to come to grips with the fact that however successful they were, they would never fulfill all their dreams. 
Even those who had achieved great success were likely to ask themselves “Where do I go from here?” Often 
they took several years to forge a new path or modify the old one. 
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The third era in adult development, middle adulthood, lasts from about age 40 to 65. Levinson’s 
characterization of the tasks in this era reflects Erikson’s legacy, specifically the notion of generativity: 


Most of us during our forties and fifties become “senior members” in our own particular world. We are responsible not 
only for our own work and perhaps the work of others but also for the development of the current generation of young 
adults... It is possible in this era to become more maturely creative, more responsible for self and others, more universal 
in outlook, more capable of intimacy than ever before. (Levinson, 1996:20) 


Unfortunately, middle adulthood can also be a period of progressive decline, of a growing emptiness and 
loss of vitality. 


Women in the midlife transition Although Levinson later concluded that women and men followed a similar 
path of adult development, he also discovered some profound gender differences. Among the 45 women in 
Levinson’s study, some began adulthood as traditional homemakers and embraced the ideal of the 
“Traditional Marriage Enterprise”; others pursued competitive careers in business; and still others sought to 
balance homemaking with careers. 

The traditional homemakers began their adult lives expecting to participate in a Traditional Marriage 
Enterprise, a life that promised comfort, security, and the satisfaction of being a good wife and mother. Along 
with these benefits, however, came the cost of being an appendage to their husbands, subordinate to him in 
the home and the larger social world. Even though these traditional homemakers spent their lives caring for 
others, they had difficulty becoming fully independent adults, for independence clashed with a basic precept 
of a traditional marriage, letting a man take care of them. 

As the traditional homemakers reached midlife, they became less tolerant of marital problems and 
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more demanding in their expectations. Middle age brought both a sense of loss stemming from the 
departure of their children and a sense of liberation. Freed from much that had been burdensome to them, 
they became free to make changes in their lives. Although they had attempted to make their families the 
central component of their lives in early adulthood, by midlife most had concluded that the attempt had 
failed. By the completion of the study, only one traditional homemaker was still maintaining a traditional 
lifestyle, committed to her first marriage and not working outside the home. The others in the group wanted a 
different kind of marriage and family life. 

Both groups of career women attempted with varying degrees of success to balance their occupations with 
their family lives. In early adulthood they struggled with the issue of how they could meet the demands of 
family life while still remaining engaged in their careers. Half the women who worked in the business world 
resolved the dilemma initially by not marrying. Those who did marry espoused an egalitarian ideal of marriage 
in which husband and wife would share the burden—an ideal they rarely realized. They tried to combine full- 
time work with marriage and a family, all three of which were central to their lives. 

The Myth of the Successful Career Woman—the heroic woman who could have it all—was real and 
challenging to these women. But as early adulthood ended, the career women began to question their neo- 
traditional marriages, acknowledging that in reality they were almost totally responsible for household tasks. 
And though the businesswomen and academic women were all benefitting from the opportunities for personal 
growth their busy lives provided, they struggled with essential questions of who they were and what they 
wanted. By middle age many had concluded that the price of “having it all” was too high. Levinson’s theory, 
although still useful, is heavily descriptive and fails to take into account tremendous individual differences 
based on culture and socioeconomic status (Hattar-Pollara, 2010). 

None of Levinson’s subjects were over 45, so he could only speculate about what might happen next. In 
her book Secret Paths, psychologist Terry Apter (1995) reported the results of her interviews with 80 women 
between the ages of 40 and 55. Many of the themes she developed were similar to Levinson’s. Apter found 
that her subjects faced rapid social change. Many had been raised in traditional households, where they were 
taught they would grow up to be wives and mothers. In Apter’s words, “their place of work would be the 
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home; and their goals would be to produce and maintain a family” (Apter, 1995:17). As these women reached 
adulthood, they encountered new opportunities for careers, but were constrained by the vast amount of child 
care and domestic work that remained largely their responsibility. 

Apter identified four types of women in midlife: traditional, innovative, expansive, and what she called 
protestors. Each type approached midlife with a distinct orientation; each faced a different crisis; and each 
resolved that crisis by defining a new self. Table 7-2 summarizes Apter’s four types of women in midlife. 


Table 7-2 Four Types of Women in Midlife 


Type Characteristics 


Traditional Role of wife/mother crucial to identity; needs of family have priority; 


ambition channeled into domestic activity 


Innovative Strong career ambitions; guards against distractions; works hard to 


minimize traditional feminine roles 


Expansive Actions guided by others’ expectations; familiar patterns and 
relationships sought for safety; challenges avoided because of lack of 
confidence 

Protestors Early maturity due to traumatic experience; needed to be responsible 
and dependable; suppressed desires and ambitions lurked in 


background 


Source: Apter (1995). 


The first type, traditional women, continued to fulfill conventional social expectations and defined 
themselves in terms of their family roles. Being wives and mothers was crucial to their identity, more 
important than their own needs. As they approached midlife, however, many traditional women became 
increasingly frustrated by the demands of others and angry at their inability to express their own desires. The 
departure of their children from home often forced them to face these internal conflicts. Women who 
successfully resolved this crisis learned to limit their responses to their families’ demands and define their own 
needs. As they resolved their midlife crisis, they embraced their newfound freedom. 

Innovative women were pioneers in a man’s world. Having modeled their careers on men’s, they routinely 
worked 60 to 80 hours a week. Many had achieved career success while struggling to raise families without 
compromising their ambitions. At midlife they began to question the value of these long-held ambitions, and 
to wonder if they had paid sufficient attention to their families and their personal lives. Confronted with 
persistent inequality in the workplace, they also became unwilling to follow male rules. 
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Many of the innovative women resolved the contradictory pressures of career and personal life by 
rethinking their career goals. When 44-year-old Lynn Fairn was offered a partnership in a law firm, she 
turned it down, explaining: 
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Innovative women try to strike a balance between work 


and family obligations. 


© SW Productions/Getty Images RF 


I work fifty hours a week as it is, and now I'm facing an eighty-hour week.... That is not for me ... though I wanted 


it once—the partnership, the responsibilities, the involvement, the work—the money!—I now want other things more. 
(Apter, 1995:138-39) 


Successful resolution of this crisis occurred among those innovative women who were able to pursue their 
goals on their own terms. They did not abandon their careers, but rather made compromises that allowed 
them more time for leisure, friendships, and family. 

Expansive women sought fundamental change in their lives. Self-described as “late starters,” many were 
limited by lack of education or training. Although expansive women were similar in many ways to traditional 
women, they differed in seeking a radical break with the past. Impatience with the status quo was a sure sign 
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of an approaching crisis. A divorce was often the catalyst that helped a woman recognize her anger at the 
constraints imposed by others or her frustration with her lack of skills. The challenge these women faced was 
to 
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overcome the limits of their past and to form new goals in midlife. Those who met the challenge were 
thrilled by the experience of development and change. 

Finally, protestors had faced responsibilities that constrained their early adulthood. Some had become 
pregnant as teenagers or married early, taking on obligations beyond their years. Others had been forced to 
care for siblings after the loss of a parent. Now in midlife, they were waging a war against age as they sought 
ways to develop the spontaneity they had not enjoyed earlier. Those who passed through this transition 
successfully were able to resurrect their suppressed desires and goals and refashion them to fit their present 
lives. 


An Evaluation of Stage Theories 


Both Levinson and Apter proposed that adult development occurred in predictable stages and followed 
identifiable patterns. One problem with their research is that both made broad generalizations about universal 
developmental processes based on only a small number of subjects. Levinson’s male subjects were all white and 
middle- or upper-middle class; poor or working-class men might follow a different life path. Further, 
Levinson’s and Apter’s conclusions likely reflect a cohort effect rather than a developmental path. Although 
their results may explain how one generation of women has adapted to the expansion in female employment 
opportunities and the lack of clear role models for combining work and family, future generations of women 
are likely to face a different set of developmental issues. Demographic trends such as highly educated women 
delaying childbearing and adult children returning to their parents’ home are likely to alter this new 
generation’s passage through middle age (Kropf and Greene, 2009). Finally, stage theories cannot explain why 
developmental changes occur or what their impact on the life course is likely to be. 

For these reasons, social gerontologists are critical of stage theories, which rely on an implicitly biological 
model of development and basically ignore historical and environmental factors. Research suggests that 
individuals do not move through a fixed linear and irreversible sequence of different stages toward some 
ultimate end. Instead, people may experience both gains and losses as they move through the life course with 
no inevitable relationship between early experience and later functioning. Stage theories fail to take account of 
the multiple contexts in which people live their lives and the way that these social contexts constrain or 
promote developmental opportunities (Settersten, 1999). Traditionally, sociologists have analyzed the life 
course as a social phenomenon that reflects the intersection of social and historical factors with personal 
biography. In doing so, they build on the insights of stage theorists, but they incorporate demographic, social, 
and economic factors as well (Ferraro and Shipee, 2009). We take this approach in Part Three. 
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Chapter Resources 


LOOKING BACK 


1. What effect does aging have on creativity, wisdom, and intelligence? Creativity has no clear association with 
aging. Although some great scientists and artists have made their most significant contributions when they were in 
their 20s, others have made creative contributions when they were in their 60s, 70s, or even older. Wisdom is a 
difficult concept to measure. Since it involves a profound understanding of the world, it is likely to increase with 
age. 

Psychologists describe two types of intelligence: fluid intelligence and crystallized intelligence. Fluid 
intelligence involves reasoning, memory, and information-processing skills. Crystallized intelligence refers to the 
information, skills, and strategies learned through experience. Although some older people experience a slight loss of 

fluid intelligence, aging appears to have no effect on crystallized intelligence. 

2. How does aging change a person’s ability to learn and remember? Learning is the process of acquiring 
knowledge and skills. Studies of eye blink classical conditioning show that learning ability slows down as people 
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grow older. Memory is the retention or storage of knowledge. Memory includes both short-term memory, quickly 
committing a phone number to memory, for instance, in order to dial it, and long-term memory, which is the 
storehouse of past experience. Short-term memory is more dramatically affected by age than is long-term memory. 
What mental disorders are more common among the aged than among the young? Dementias are mental 
disorders that affect memory, cognitive functioning, and personality. One common form of dementia that is most 
likely to occur in old age is Alzheimer’s disease. Symptoms of Alzheimer’s disease include memory loss, personality 
change, and loss of control of bodily functions. Older people are also more prone to strokes than younger people. A 
stroke can damage speech and language centers in the brain, causing aphasia, which means a language deficit. A 
person with aphasia may be unable to produce meaningful speech and be unable to understand written or spoken 
language. More than half of all stroke patients develop vascular dementia, which impairs brain functioning. 
Clinical depression is more common among young people, but the elderly are more likely to exhibit depressive 
symptoms. Depression in old age is linked to stressors such as the loss of a loved one, chronic illness, or financial 
problems. 
How does a person’s personality affect his or her ability to cope with changes that come with age? 
Personality influences the way an individual adapts to the changes associated with normal aging. Personality 
traits are relatively enduring dispositions toward thoughts, feelings, and behavior. The most unchanging 
component of personality is temperament, an individual's characteristic style of reacting to people and situations. 
Although personality tends to be stable, gender differences that are quite distinct among young people tend to 
disappear as people grow older. 
What stages of development do adults go through, and how do older men and women differ in their 
development? One of the first theories of adult development was proposed by the psychologist Erik Erikson. 
Erikson suggested that there were eight stages of ego development, beginning with infancy and ending with old 
age. Each stage has its own developmental tasks and its own competing tensions. In middle age people enter the 
seventh stage, in which the opposing possibilities are generativity and stagnation. The major task is to establish 
and guide the next generation. In old age, the eighth and final stage of life, the opposing tensions are between ego 
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integrity and despair. The central task is to integrate the painful conditions of old age into a new form of 
psychosocial strength. 

Psychologist Daniel Levinson studied men and women in midlife to learn if there was an underlying order to 
adult development. He discovered that people did pass through a series of developmental stages that could be 
divided into a sequence of eras, each with a distinctive bio-psychosocial character and each with explicit 
developmental tasks. Psychologist Terry Apter conducted research on middle-aged women and found four types— 
traditional, innovative, expansive, and protestors. Each type approached midlife with a distinct orientation, and 


each resolved the crisis of midlife by defining a new self. 


THINKING ABOUT AGING 


1. 


Does our society take advantage of the wisdom and experience of older people? How might the aged be 
encouraged to share their wisdom with younger generations? 

What stereotypes of the aged might be founded in the symptoms of age-related mental disorders? What 
do these stereotypes say about our society? 

You are a professional gerontologist who has been asked to help a local social agency address the high 
incidence of depression among aging women. What suggestions would you make? 

Contrast the experiences of two older people you know: one who copes well with the challenges of aging 
and one who doesn’t. How might their personalities affect their ability to cope? 

Could failure to resolve a conflict that is central to adult development affect a person’s ability to cope in 
old age? If you were a researcher in the sociology of aging, how would you find out? 


KEY TERMS 
adaptation 156 


age 30 transition 159 
Alzheimer’s disease 151 
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aphasia 153 

classic aging pattern 143 
clinical depression 154 
cognitive psychology 142 
coping 156 

creativity 142 
crystallized intelligence 146 
dementias 150 

early adulthood 159 
early adult transition 159 
encoding 148 

expansive women 161 
fluid intelligence 143 
innovative women 160 
intelligence 143 

learning 148 

long-term memory 149 
memory 148 

middle adulthood 159 
midlife transition 159 
protestors 162 
personality traits 155 
stroke 153 

traditional women 160 
trait theory 155 

vascular dementia 153 
wisdom 142 

working memory 148 


EXPLORING THE INTERNET 


1. The Alzheimer’s Association is the premier organization committed to finding a cure for this devastating 
disease. Go to the website of the Alzheimer’s Association (http://www.alz.org) and click on the link 
Alzheimer’s and dementia. First click on the link for dementia. Now answer the following questions: 


a. What is dementia? 
b. What are the main symptoms of Alzheimer’s? 
c. Is dementia a progressive disease? 

2. The U.S. National Library of Medicine is the world’s largest medical library. Go to the website 
(http://www.ncbi.nlm.nih.gov/pubmedhealth/PMH0001941/) and answer these questions about 
depression: 


a. What are some of the causes of depression? 
b. What are some symptoms of depression? 
c. What are some treatments for depression? 
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Part Three 
SOCIAL ASPECTS OF AGING 


© Dynamic Graphics/Jupiterimages RF 


Ët age in a social context. The next three chapters examine the social context of aging. People move 


through the life course surrounded by a social support system that consists of the network of relatives, friends, 
and organizations that provide emotional support and help in managing activities of daily living. 


Chapter 8 begins with an analysis of research on the social support system, then turns to a more 
detailed discussion of the family in later life. 


Chapter 9 examines the living arrangements of older people. It describes variations in household 
structure and the advantages and disadvantages of aging in place. It also discusses research on alternative living 


arrangements for people who need assistance with the tasks of daily living or who choose various social 
settings in which to grow old. 


Chapter 10 analyzes changing patterns of labor force participation among older men and women. It 
documents the increase in early retirement, explores labor market trends, and discusses the effects of changes 
in public policy. It demonstrates that the nature of the transition to retirement and individuals’ ultimate 
satisfaction with that experience are the result of numerous earlier life course choices and opportunities. 
Finally, the chapter describes activities and contributions of the aged after retirement. 


165 


184 


Chapter 8 


Family Relationships and Social Support 
Systems 


Chapter Outline 


The Social Support System 
Defining the Concept of Social Support 
Gender Differences in Social Support Systems 
Changing Family Structure and Social Support Systems 
Marital Status in Later Life 
The Later Stages of Marriage 
Marital Satisfaction over the Life Course 
Marital Quality and Health 
In Their Own Words: Variations in the Quality of Older Men’s Long-Term Marriages 
Marriage and Sexual Activity 
Gender and Marriage 
Divorce in Later Life 
Parent-Child Relationships 
Social Interaction and Exchange 
Diversity in the Aging Experience: Racial and Ethnic Variations in Filial Responsibility 
The Effect of Divorce 
The Effect of Remarriage 
The Unmarried Elderly 
Sibling Relationships in Later Life 
Grandparenthood 
Styles of Grandparenting 
Grandparents Raising Grandchildren 
Aging Around the World: The Health Effects of Grandparents Caring for Grandchildren in Taiwan 
The Quality of the Grandparent-Grandchild Relationship 
The Grandparent Career 
Grandparenting after Divorce 
An Issue for Public Policy: Should Grandparents Have Visitation Rights after a Divorce? 
The Families of Older Gays and Lesbians 
Social Support for LGBT Individuals 
Friends and Social Support Systems 
Dating in Later Life 
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Ma satisfaction peaks in the retirement years. 
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Looking Ahead 


a an Sa nn 


What is a social support system, and what effect do gender and family structure have on it? 

How do older Americans compare with other Americans in marital status? 

How does marital satisfaction change over the life course? 

How do sibling relationships change in later life? 

What factors influence parent-child relationships in later life, and what effect does divorce have on these relationships? 
What factors influence the grandparent-grandchild relationship in later life, and what effect does divorce have on this 
relationship? 

What kinds of social support do older gays and lesbians depend on? 


Is friendship a good source of support in later life? 
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ove knows no age limits. After dating his sweetheart, 87-year-old Ann Thayer, for 17 years, 88-year- 
old Paul Walker finally popped the question. The couple was married at the Marshwood Center in 


Maine, where Paul was undergoing rehabilitation. Ann explained why they decided to marry after dating 
so long: “All those nurses said, you’ve been together how long? 


167 


Why didn’t you ever get married?” Paul looked at me, “You want to do it?” I said, “OK, well, when? 
Right Now.” They have had some beautiful years together and hopefully will have many more. 


Families are the source of strong emotional bonds but also the source of deep interpersonal conflict. 
Although the social changes that have taken place over the past century have transformed family life, the 
family remains the core element of an individual’s social support system. 

In this chapter we will first define the concept of social support, emphasizing that social support systems 
are never one-sided but are reciprocal in nature. These relationships may involve either immediate exchanges 
of various kinds of assistance or long-term exchanges over the entire life course. We will examine how social 
and demographic changes have altered the typical family structure by creating family support systems of four 
or even five generations. Finally, we will consider the various types of interpersonal relationships and patterns 
of exchange older people engage in, from the marital relationship to parent-child, sibling, and grandparent 
relationships. The chapter closes with an examination of the family support systems of older gays and lesbians 
and a brief note on the importance of friendship to all seniors. 


THE SOCIAL SUPPORT SYSTEM 


Defining the Concept of Social Support 


Whom do you see on a daily, weekly, or monthly basis? Whom would you call if you were sick? How about 
when you have the blues? Your answers to these questions provide a description of what social gerontologists 
call a social support system. Your family members are almost certainly a part of your support system, but so 
too are your friends and perhaps the organizations to which you belong. The social support system is defined 
as the network of relatives, friends, and organizations that provides both emotional support, such as making 
the individual feel loved or comforted, and instrumental support, which refers to help in managing activities of 
daily living. Support networks can be described by the characteristics of the people with whom an individual 
has ties. Such characteristics may include age, sex, number of years known, relationship, and geographical 
proximity. The term support function refers to what network members actually do (Antonucci, 1990). Often, 
researchers make a distinction between the quality of support as measured by an individual’s satisfaction with 
his or her relationships and the quantity, or number, of relationships the individual reports. 

Researchers identify support networks by making grids of these relationships, tracking whom people see, 
the frequency of the contact, and who is involved in helping exchanges. Studies employing such grids find that 
most older people are firmly embedded in an extensive social support network and that there tends to be a 
division of labor within the support network, with family providing more instrumental support and friends 
more emotional support (Cornwell, 2011). 

Although grids are useful for tapping the immediate structure of a social support system, such systems 
involve exchanges over a lifetime. The simplest way to understand this idea is to think of a support bank. 
Deposits are made early in the life course in anticipation of future needs, or withdrawals (Antonucci, 1985). 

The convoy model of social relations is a useful way to think about how social support systems operate 
over the life course. The convoy consists of close social relationships that provide a protective layer 
surrounding an individual from birth to old age. Not only do the members of any individual’s convoy provide 
tangible assistance with everyday needs such as health care or finances, they also provide emotional support 
and affirmation of an individual’s hopes, goals, and values as they change over the years (Antonucci et al., 
2009). 

Of course, not all social relations, even with those closest to us, are positive all of the time. In most 
relationships, there is also some conflict or negative feelings at times. Especially in family relationships, 
feelings of ambivalence are common (Willson et al., 2003; Ward, 2008). In this chapter we explore the 
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positive and negative aspects of families and social relations across the life course. 
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Gender Differences in Social Support Systems 


Over the life course, women are more likely than men to maintain social networks. It is often the woman in a 
family who writes the holiday greeting cards, remembers the birthday of family members, and plans social 
events. As one might expect, then, women have more people in their support networks than do men, more 
frequent contact with network members, and more complex relationships with these individuals (Fischer and 
Beresford, 2015). 

The social involvement of women can be an advantage in old age, for they are likely to have more 
resources on which to draw. Yet the very features of social networks that make them beneficial can also reduce 
an individual’s privacy and limit autonomy. The same individuals who provide comfort and support may also 
intrude in ways that are unwelcome. This is especially true for older women, whose social support networks 
tend to be relatively dense (Cornwell, 2011). 


Changing Family Structure and Social Support Systems 


The core societal institution is the family, consisting of positions such as spouse, parent, child, and stepmother 
and of roles that prescribe how individuals who hold those positions should act. A traditional two-parent 
family composed of husband, wife, and child is called a nuclear family. The extended family includes the 
network of familial relationships—grandparents, aunts, uncles, cousins, nieces, and nephews—outside the 
nuclear family. 

Families are in a continual process of transformation across the whole life course. For couples who marry 
young and remain together, the later years includes the “empty-nest” period, when their children are launched. 
Some feel like they are on a second honeymoon and welcome their newly found freedom. Yet for some 
couples the nest does not remain empty for long. Their “boomerang” adult child needs their support, home, 
and babysitting services. 

Many first marriages end in divorce and men and women who marry later in life can face some of the 
same adjustments of young married couples. Second marriages are often more complex, however, for both 
spouses may have children from previous marriages. 

How do older couples renegotiate their relationship to take into account their new freedom, their 
increased time together following retirement, possibly decreased income, and fading health and energy? Some 
learn how to be flexible and tolerant while others complain about their health, each other, and their children. 

Needless to say, the structure of a person’s family affects the structure of that person’s social support 
systems. Older people today are part of a revolution in the demography of family life. 

Declining mortality has created an unprecedented potential for people at all stages of the life course to 
experience complex kin relationships and to be part of an intricate web of intergenerational family ties 
(Bengtson et al., 1990; Burton, 1993). Think about these statistics: In 1900, only 21 percent of people had at 
least one living grandparent when they reached age 30; 76 percent did by 2000. Over that same period, the 
chance of having neither parent still living at age 60 declined from 92 to 56 percent. Older people today are 
also more likely than older people in the past to have a living sibling and to have their children survive them. 
And older women now have a much better chance of having a surviving husband than they did in the past. In 
1900, only 33 percent of women had a husband alive at age 70; by 2000, 61 percent did. Although declining 
death rates have increased the potential number of years that men and women can live in uninterrupted 
marriages, increasing divorce rates have had the opposite effect. Divorce ended only 10 percent of marriages 
contracted at the beginning of the twentieth century, compared with 50 percent of those contracted at the 
century’s end (Uhlenberg, 1996b). 

These trends are indicative of what social gerontologists call the verticalization of the family system, a 
term that refers to the increase in links (vertical ties) between preceding and subsequent generations. People 
now are more likely than ever to grow older in four- or even five-generation families, a phenomenon 
sometimes described as the bean pole family structure. The family looks like a bean pole because 
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of an increase in the numbers of generations in a family alive at the same time—grandparents, parents, 
children, grandchildren, great-grandchildren, and even great-great-grandchildren. This type of family 
structure contrasts to one characterized by horizontal links between individuals of a single generation 
(Hagestad, 1988). Smaller family size has decreased the number of people within a given generation. Instead 
of having four or five siblings, the average person now has only one (Bengtson et al., 1990; George and Gold, 
1991). 

These demographic changes mean that people will spend more years than ever before occupying 
intergenerational roles. Declining mortality means that the lives of parents and their children may overlap by 
more than 50 years. Indeed, the number of years people will spend as adult children to parents 65 or older will 
approach the number of years they will spend with children younger than 18 (Bengtson et al., 1990). The 
grandparent-grandchild relationship may now extend over 40 years. 


Marital Status in Later Life 


Given that women live longer on average than men, we would expect fewer older women to be married, and 
that proves to be the case. In 2012, 72 percent of men aged 65 and older were married compared to just 45 
percent of women (Figure 8-1). Thirty-seven percent of all older women were widowed. In fact, there were 
more than four times as many widows as widowers. Relatively few older men and women were divorced or 
separated in 2012, just 12 percent. This figure has increased substantially since 1980, however, when 
approximately 5.3 percent of the older population were divorced or separated and is likely to continue to 
increase in the future. 


(SICA Marital Status of Men and Women Aged 65 and Older. 
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Source: Administration on Aging (2012). 


Aside from the fact that most women outlive their husbands, there are other reasons older men are more 
likely to be married. Widowed men are seven times more likely to remarry than widowed women, in part 
because of the shortage of available men. But 
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there is also a double standard for an appropriate marriage partner. At all ages, women marry men older 
than themselves, but men seldom marry older women. 


THE LATER STAGES OF MARRIAGE 


The marital bond is the most intimate and complex social relationship that can develop between two people. 
Despite the high probability of failure, most people marry at some time in their lives. Marriage provides 
companionship, affection, and sexual gratification. It also forges an economic relationship that depends 
increasingly on the joint contributions of husband and wife. People marry not only for love but because they 
recognize it provides many benefits. Married people report greater well-being than unmarried people, and 
they enjoy better health and lower mortality. On the other hand, a bad marriage can have a negative effect on 
health, especially for women (Liu and Waite, 2014). 


Marital Satisfaction over the Life Course 


Research has persistently shown that marital satisfaction follows a U-shaped pattern over the life course. 
Levels of marital satisfaction are high in the early years, decline precipitously during the child-rearing years, 
and then begin to rise, peaking in the retirement years. 

What accounts for these patterns? The initial decline in marital satisfaction is associated with the arrival of 
children. The first years of parenting are demanding and difficult, so a couple has less time for other satisfying 
activities (Cherlin, 1996). But why does marital satisfaction dip even further 
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during the middle years? Childcare responsibilities and work pressures are maximized during the middle 
years. When work demands spill over into family life, both men and women have a sense that their lives are 
not in balance (Keene and Quadagno, 2004). These competing pressures can undermine marital quality. 
Later, after children have left home, marital quality tends to improve (Umberson and Williams, 2005). A 
couple’s concerns about their children do not end when the children leave the household. Rather, middle-aged 
parents’ well-being is tied to the successes and failures of their grown children. Adult children who experience 
problems have poorer quality relationships, a factor that creates stress and conflicts for their parents. Among 
middle-aged parents, those whose children are successful are the happiest (Fingerman et al., 2012). 


A happy marriage is associated with greater life satisfaction. 
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Because of divorce, death, or late age at marriage, fewer than 3 percent of all marriages last 50 years. 
Couples who are still married by the time they reach 65 are the survivors. These couples typically rate their 
marriage as highly satisfying. They report fewer marital problems, fewer arguments, and more positive 
interactions than younger couples. 

Of course, not all long-term marriages are satisfying. Some people will remain in a marriage that has lost 
its vitality because of convenience, because they do not want to face the financial or emotional consequences of 
divorce, or simply because the marriage is comfortable, like an old pair of slippers. 

In the Harvard Grant Study of Adult Development described in Chapter 2, a relatively high percentage of 
the men were still married after more than 50 years. A total of 173 of the 237 men who were married in 1940 
were still married in 2010. They were now in their 80s. Of those who were still in their first marriage, 21 
percent of the men rated their marriage as very happy, 30 percent felt their marriage was “so-so,” neither 
especially conflicted nor particularly loving, and 20 percent rated their marriage as poor. Another 10 percent 
of the men had divorced but were now happily remarried, while 16 percent had divorced and were either 
single or unhappily married (Vaillant, 2012). One major finding of the study was that the happily married 
couples had found positive ways to resolve conflicts. As one wife explained, “There’s nothing like losing your 
temper once in a while. It clears the air.” By contrast, the unhappy couples were more likely to avoid conflict 
but suffer from covert hostilities. The single most important factor in unhappy marriages and divorce, 
however, was alcoholism. The “In Their Own Words” feature compares some comments on marriage made by 
the happily married men with those of the unhappily married men. 

What are the secrets to a successful marriage? The happiest couples are those who share their lives and 
have compatible interests and values. Other factors that are important include agreement about life’s goals, an 
ability to laugh together, and an ability to resolve conflicts. Overall, what matters most is how well husbands 
and wives get along (Schmitt et al., 2007). 


Marital Quality and Health 


Marital quality has a significant effect on health. Married adults fare better than their unmarried counterparts 
on a range of health outcomes. Compared with the unmarried, they have lower mortality rates, fewer chronic 
conditions, less mobility loss and better self-rated health (Hughes and Waite, 2009; Choi et al., 2016). 
Married people are also less likely to have disabiling conditions and have greater life satisfaction and less 
depression (Bookwala and Jacobs, 2004; Kail, 2016). 

Many of the positive health effects of marriage are due to increased resources and control of health 
behaviors by spouses (Carr and Moorman, 2011). Married adults also have more sources of social support 
through larger networks of extended family and friends (Waite, 2009). Finally, marriage can benefit health, 
because spouses may encourage their partners to engage in regular exercise and go to the doctor. They may 
also discourage risky behaviors such as excessive drinking and smoking (Umberson et al., 2010). 

Given the many positive aspects of marriage, it is not surprising that marital loss through death or divorce 
can lead to poorer health (Das, 2013). For example, people who are divorced are at greater risk of 
cardiovascular disease and cancer and are more likely to develop functional limitations (Johnson et al., 2000; 
Pienta et al., 2000). Widowed adults 
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experience elevated levels of depression and exhibit a steeper health decline than those who are married 
(Williams, 2004). Yet a poor marriage can also affect health. Spouses who see their marriages as unfulfilling or 
rife with conflict are more likely to exhibit symptoms of depression (Choi and Marks, 2008). In fact, couples 


in low quality marriages where there is a great deal of stress have poorer health even than divorced individuals 
(Umberson et al., 2006). 
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Variations in the Quality of Older Men’s Long-Term Marriages 


Tre following quotes are from married men in the Harvard Grant Study of Adult Development. The first 
set of quotes comes from unhappily married men. 


“She has an inferiority complex.” 

“I am more affectionate than her.” 

“She likes her beer.” 

“Tt’s easier to suffer with her than without her.” 

“We sleep in separate rooms.” 

“Divorce is pretty unthinkable so I grin and bear it. Our marriage would have ended probably 15 years 
ago but for religion and the presence of children.” 

Notice the contrast in tone with the men who are happily married. 


“My wife is the kindest and most considerate person I have ever known.” 

“Our marriage is completely challenging, completely exciting.” 

“Tennis doubles with my wife is my greatest enjoyment.” 

“T am very proud of her.” 

“I love and admire her. She is my best friend.” 

“Our marriage is GREAT. My wife has been the best thing that ever happened to me.” 


Source: Vaillant (2012:195-96, 220). 


Marriage and Sexual Activity 


Surveys of sexual behavior have consistently found that the frequency of sexual activity declines with age for 
both men and women, although men report less decline. The decline occurs in both sexual intercourse and 
other sexual behaviors, such as oral sex, as well as in the frequency of masturbation and of sexual thoughts 
(Kingsberg, 2002). A study of adults aged 57 to 85 years of age found that the prevalence of sexual activity 
declined with age. Among people 57 to 64 years of age, 73 percent reported being sexually active, compared 
with 53 percent of people who were 65 to 74 years of age and 26 percent among those who were 75 to 85 
years of age. Women were significantly less likely than men at all ages to report sexual activity (Lindau et al., 
2007). 

Some older women experience decreased interest in sex following menopause (Kingsberg, 2002). During 
menopause, which occurs in most women at age 50, the ovaries stop producing the hormone estrogen. 
Declining estrogen levels cause vaginal dryness and a shrinking of the vagina, which can make sexual 
intercourse painful. Some women find relief by using vaginal creams containing estrogen (Kingsberg, 2002). 

Erectile disfunction (ED) in men can have an effect on their female partners. One study examined the 
frequency of sexual activity and the nature of the sexual experiences of women whose partner 
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developed ED. Women reported engaging in sexual activity significantly less frequently after their partner 
developed ED in comparison with before. Further, after their partner developed ED significantly fewer 
women experienced sexual desire, arousal, or orgasm “almost always” or “most times,” and significantly fewer 
women reported satisfaction with their sexual relationship. Decreases in female sexual satisfaction and 
frequency of orgasm were significantly related to the male partner’s self-reported severity of ED (Fisher et al., 
2005). The much-publicized drug Viagra is used to treat erectile dysfunction in men of all ages. Viagra works 
by increasing blood flow to the penis and has helped many couples that had stopped having sexual intercourse 
to become sexually active again. However, Viagra can have a negative effect on an older couple’s sexual 
equilibrium if the woman does not wish to resume having sex (Kingsberg, 2002). 
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by increasing blood flow to the penis and has helped many couples that had stopped having sexual intercourse 
to become sexually active again. However, Viagra can have a negative effect on an older couple’s sexual 
equilibrium if the woman does not wish to resume having sex (Kingsberg, 2002). 

Although sexual activity may decline in later life, sex is still important to older people. Sexual desire is 
influenced by both internal and external factors. The main factors that influence sexual desire in later life are 
age, the importance of sex to the person, the availability of a sexual partner, and health. Couples who remain 
engaged in sexually pleasurable activities, which may involve intimate touching rather than sexual intercourse, 
have higher levels of marital satisfaction and more positive interactions (Galinsky and Waite, 2014). 


Gender and Marriage 


Among today’s older couples, men were socialized early on to be responsible primarily for their wives’ material 
and financial security, and women were expected to be the family caretakers and to be attentive and physically 
and emotionally responsive to their husbands’ needs throughout marriage. Among couples in old age, the 
division of household tasks and the emotional aspects of the marital bond reflect this socialization. 

A study found a similar division by gender in the emotional aspects of long-term marriages. Quirouette 
and Gold (1995) interviewed 120 men and women who had been married over 35 years. They found that a 
wife’s sense of well-being was closely tied to certain characteristics of her husband but not vice versa. The 
most important factor in a wife’s well-being was her husband’s perception of the marriage. Wives whose 
husbands were satisfied with their marriage had a greater sense of well-being than wives whose husbands were 
dissatisfied with the marriage. A wife’s sense of well-being was also influenced by her husband’s personality 
traits. Women married to pleasant, energetic, and enthusiastic men were happier than those married to men 
with low energy and enthusiasm for life. A husband’s health was also a significant predictor of his wife’s well- 
being. Interestingly enough, a husband’s sense of well-being was not affected by his wife’s happiness, 
personality traits, or health; rather, it was influenced most strongly by his own health (Quirouette and Gold, 
1995). Thus, the traditional division of labor that characterized these marriages earlier in life was reflected in 
the emotional benefits that marriage conferred in old age. 

One explanation for these results is that men derive more benefits from marriage than do women. Studies 
consistently find that men report higher levels of marital satisfaction than do women and that men receive 
more emotional support from the marital bond. On the other hand, there is also evidence that women are 
socialized to value relationships more than men and that unequal power may encourage women to value their 
relationships more than their husbands (Allen and Walker, 2000). For example, Whisman (2001) found that 
marital quality had a more significant effect on mental well-being among women than men. Contrary to these 
results, Williams (2003) found that being in a satisfying marriage was equally beneficial to men and to women 
in terms of psychological well-being. What, then, is the take-home message? That a good quality marriage 
improves health and well-being for men and women. 


Divorce in Later Life 


Since the 1970s the divorce rate overall has stabilized and even declined slightly. Contrary to the general 
trend, however, over the past two decades the divorce rate among people age 50 and older has nearly doubled. 
In 1990 only 10 percent of divorces 
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occurred among people 50 or older. By 2011 more than one quarter of all divorces took place among this age 
group (U.S. Census Bureau, 2013). Although widowhood has been studied extensively, much less in known 
about marital dissolution through divorce in later life (Brown et al., 2016). 

What is causing the rise in divorce rates among older couples? One factor is the higher rates of divorce 
among baby boomers. Many are in second or third marriages where the risk of divorce is greater. Yet even 
long-married couples are more likely to divorce than in the past. It may be that people are less willing to stay 
in an unhappy marriage, especially when the chances are good that they will live another 20 or 30 years. 
Another factor is that women, who initiate many later life divorces, have more work experience than their 
mothers and greater confidence that they can make it on their own. Thus, longer life expectancy and the 
increased economic autonomy of women are partially responsible for this new trend (Lin and Brown, 2012). 
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their losses (Green, 2010). Divorce also increases the caregiving burden on adult children, since spouses are 
the main source of care for each other in old age. Divorce also is a stressful event that can lead to poor health. 

A major difference between later life divorce and widowhood is the likelihood of remarriage or 
cohabitation. Older divorced women, in particular, are significantly more likely than widows to live with a 
partner and even more likely to remarry. Thus, divorce is another factor complicating the nature of family 
relationships among older people (Brown et al., 2016). 


PARENT-CHILD RELATIONSHIPS 


Next to the marital tie, there is no more important familial relationship than that between parent and child. 
Parents and children now spend decades of life together. A growing number share more than a half century, 
and for the majority of those years the children will be adults and parents themselves. 

The parent-child relationship is unique. It is permanent and involuntary. You can choose your wife, but 
you can’t choose your mother. Nor can you divorce your parents, although you can become estranged from 
them. Positive parent-child relationships increase psychological and physical well-being. Older parents who 
have close relationships with their adult children are less likely than those who don’t to be depressed or lonely. 
They have higher morale and higher life satisfaction (Dean et al., 1990). Parents who have poor relations with 
any one of their children report lower well-being (Ward, 2008). 

Yet conflict between parents and their adult children is pervasive, a natural part of family interactions. 
One study found that parents and children quarreled over six basic issues. A frequent complaint was that 
communication was strained or nonexistent. As an adult daughter explained while complaining about her 


father’s lack of honesty with her: 


My dad (63) divorced his second wife and pretended to still be married to her for six months until he told us. Weird! 
He told us 15 years after the fact that he'd had a drinking problem and gone to AA. I don’t understand why he keeps 
personal things so private. (Clarke et al., 1999:265) 


Another source of conflict was differences in lifestyles and personal habits. One father complained about 
his son’s frequent use of credit cards, another of his daughter’s failure to save for a rainy day. Parents and their 
adult children also disagreed over child-rearing practices, religion, politics, and work habits. Despite tension 
and disagreements, however, family members also reported frequent contact and a great deal of affection and 
support. 


Social Interaction and Exchange 


Societal norms strongly encourage continued social interaction between parents and children. Numerous 
studies of the family in later life demonstrate that adult children remain very involved with their 
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aging parents, with most maintaining regular and frequent contact (Umberson, 1992). However, the amount 
of social support families provide varies. According to the theory of intergenerational solidarity, families 
adjust their living arrangements over time to reflect the changing needs and resources of different generations. 
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Positive parent-child relationships increase physical and 


psychological well-being. 
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Children live with or near their parents before they reach age 25. Then there is a period of separation, as 
children marry and move away in pursuit of education and employment. Healthy elders may also retire and 
move away from the children. When these aging parents become ill or disabled, they move closer to the 
children. Thus, families reconstitute themselves in later life, not necessarily in the same household, but 
through close contact and frequent visits (Silverstein, 1995). 

Intergenerational solidarity is measured by the amount of interaction between adults, children, and their 
parents; the amount of positive sentiment family members feel toward each other; and the level of agreement 
about values and beliefs. Other measures of intergenerational solidarity are the degree to which children and 
parents exchange services and how close they live to each other (Roberts et al., 1991). Some families are high 
on all aspects others are low. 
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One study of family intergenerational relationships in France found that parents and their adult children 
and grandchildren often exchanged support and services. Over one-third of grandparents gave money to their 
children and grandchildren. In return, many adult children helped their aging parents with transportation, 
lawn mowing, and housekeeping. Often, grandchildren ran errands and provided other types of support for 
their grandparents (Attias-Donfut, 2000). 

The exchange of services between generations also varies over the life course, with a gradual shift from 
parents as givers to parents as receivers. For most of their lives, parents give substantially more help to 
children than vice versa (Lewis, 1990). As Table 8-1 shows, help to adult children peaks when the parents are 
in their early 50s, when 60 percent provide some kind of help. It remains high (48%) until parents are in their 
early 70s. Not until their parents are 75 or over do adult children give more help than they receive (Spitze and 
Logan, 1992). Are there racial and ethnic differences in the sense of responsibility children have for their 
aging parents and grandparents? “Diversity in the Aging Experience” examines this question. 


Table 8-1 Life Course Patterns of Help between Parents and Adult Children 
Respondent (Parent) Age 
40-44 45-49 50-54 55-59 60-64 65-69 70-74 75+ 

Help to parent 

Housekeeping 0% 2% 2% 3% 2% 1% 3% 7% 

Shop, errands 0 4 4 7 3 7 6 29 

Repairs, yard 11 0 9 7 15 9 9 8 

Any type of help 11 4 13 13 18 14 16 38 
Mean hours/week dëi A0 38 61 1.13 57 35 1.69 
Help to child 

Housekeeping 19% 26% 17% 8% 11% 15% 19% 9% 

Shop, errands 26 25 22 18 19 12 23 5 

Repairs, yard 4 13 10 17 12 9 10 2 

Babysitting 22 26 43 35 36 25 16 3 

Any type of help 52 55 60 54 50 40 48 16 
Mean hours/week 1.74 1.91 2.44 2.14 2.66 1.15 1.30 29 


Source: Spitze and Logan (1992:302). 


The statistics on helping patterns don’t fully explain the complex family dynamics that come into play as 
parents age. Some parent-child conflict is natural and inevitable. Yet unless these conflicts are severe, they 
tend to dissipate as children become adults. When children leave home, establish their own households, and 
have children of their own, they find it easier to identify with their parents. In particular, the birth of a child 
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strengthens the mother-daughter bond (Rossi and Rossi, 1990). Differences become muted, and there is 
more tolerance for the differences that remain (Suitor et al., 1995). One 63-year-old son described his 
relationship with his 89-year-old father: 


My Dad let me know on the day he moved here that there wasn’t much likelihood that our relationship would 
improve. It’s gotten worse in a way, because I was unaware of the reservoir of his negative feelings until he repeatedly 
confronted me with a litany of complaints about my long-standing lack of concern.... With all that, I do find pleasure 
in visiting, eating lunch together, talking politics, and in knowing that he’s nearby, and that I can help him should he 
need it.... I talk to him every day on the phone. He’s now part of my basic network and is both a source of pleasure and 
frustration. (Moss and Moss, 1992:265) 
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Not all familial conflicts are peacefully resolved. The level of intergenerational solidarity at any time is 
related to family interaction patterns established earlier, which persist over time and are often revived in new 
or uncertain situations. In one study of 451 families, married adult children were asked to describe their 
relationships with their parents when they were children (Whitbeck et al., 1994). Children who recalled a 
high level of parental rejection now felt less concerned about staying in touch with aging parents and with 
monitoring their parents’ well-being. Being concerned about parents’ welfare, in turn, was a strong predictor 
of the amount of support children, especially daughters, were willing to provide to their elderly parents. 

Familial tensions may arise when parents and children have different expectations regarding 
intergenerational obligations. “Aging Around the World” describes some of the conflicts that occur between 
elderly Korean and Chinese immigrant parents and their children. 

Parent-child relationships often suffer when children fail to pursue the normative course of adult 
development. The way children turn out has a significant effect on parents’ well-being because many parents 
live vicariously through their children. 
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Parents whose children have mental or physical problems or abuse drugs and alcohol are more likely to be 
depressed than other parents (Allen et al., 2000). The relationship of an adult son with his parents often 
becomes strained if he loses his job. He has failed to meet their expectations. Indeed, when generations share 
a household, unemployment is one of the best predictors of conflict with parents (Aquilino and Supple, 1991). 
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RACIAL AND ETHNIC VARIATIONS IN FILIAL RESPONSIBILITY 


pproximately 40 to 50 percent of adult children see their aging parents at least once a week (Rossi and 


Rossi, 1990). This figure is higher among elders who are members of ethnic and racial minorities. Because 
of higher fertility, extended family living arrangements, and the incorporation of nonblood relatives (fictive 
kin) into definitions of family, African American, Asian American, Mexican American, and Native 
American elderly people have a potentially larger support network than white Americans. For example, one 
study reported that 90 percent of African American children said they helped their parents, and one-third 
said they frequently helped them (Chatters and Taylor, 1993). 

In other countries there are also ethnic variations in the amount of responsibility that children feel for 
aging parents. Comparing five different ethnic groups in the Netherlands to the native Dutch, researchers 
in one study found that adult children of immigrants had a greater sense of filial obligations to their parents 
and that they saw their parents more frequently. Immigrant women were also more likely than Dutch 
women to provide practical support to their parents (Schans and Komter, 2010). One explanation for these 
differences may be that immigrants bring their own cultural values and tradition to their new homes. 
Alternatively, it may be that immigrants feel less connected to their new communities and thus more 
responsible for one another. 


What Do You Think? 
1. Why do you think attitudes toward helping elderly relatives vary among people of different racial and 
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ethnic groups? 
2. What is your racial or ethnic background? Does your culture have specific norms about helping elderly 
family members? 


Sometimes family tensions can result in abuse of a frail, older person. The terms e/der abuse and neglect 
encompass a variety of different behaviors directed toward the elderly. In the simplest sense, elder abuse 
consists of acts of commission and omission that cause unnecessary suffering (Wolf, 1998). Most researchers, 
legal experts, and members of the helping professions include the following behaviors as constituting elder 
abuse: neglect, 
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financial exploitation, and physical, emotional, and sexual abuse (Choi and Mayer, 2000; Reay and 
Browne, 2001; Gordon and Brill, 2001). It is estimated that somewhere between 1 and 11 percent of the 
population over the age of 65 have been the victims of some type of elder abuse or neglect (Comijs et al., 
1998). No one really knows the actual incidence of elder abuse because much is likely to go unreported 
(Branch, 2002). Elder abuse can be found in family situations as well as institutional settings such as nursing 
homes. 

Why would anyone want to abuse or neglect an elderly parent, grandparent, or spouse? According to one 
widely accepted theory, the “stressed caregiver hypothesis,” the abuser is most likely to be an overworked and 
underappreciated family member who has major responsibility for the care of an older person. The pressure 
and stress associated with daily caregiving responsibilities can cause that person to lose control. Another 
theory, the “learned violence hypothesis,” proposes that the abuser might have been a victim of abuse in the 
past and now becomes the abuser. Finally, the “dependency hypothesis” suggests that abuse occurs when the 
victim is mentally and physically incapacitated and increasingly vulnerable and dependent on a caregiver and 
the caregiver takes advantage of this dependence and abuses the victim (Gordon and Brill, 2001). 

Those who are most at risk of abuse are elderly women who are cognitively or physically impaired and 
who live with their abusers (Wilber and Nielsen, 2002). Certain personality traits of the victim have also been 
associated with elder abuse. A victim who reacts aggressively to daily frustrations is more likely to be verbally 
abused by a caregiver (Comijs et al., 1999). Physical abusers of the elderly are more likely to be consumers of 
excessive amounts of alcohol and to have experienced past childhood abuse by their fathers (Reay and Browne, 
2001). 


The Effect of Divorce 


By 2010, the proportion of people 65 or older who have been divorced reached 50 percent. As noted above, 
the increase in the divorce rate means that many more people will reach old age with no spouse for help and 
support. The role of children thus will be even more important in the future. 

Although people generally agree that children have a responsibility to help elderly parents who cannot 
manage on their own, divorce complicates the issue. Divorce not only dissolves the marital relationship, but it 
severs other family ties, such as those between in-laws. Divorce may also change the nature of the parent- 
child relationship, especially if one parent gets full-time custody of the children. When divorced people 
remarry, new step-relationships are created, which complicate the issue of children’s obligations to their 
parents: 

Overall, children whose parents have divorced have less of a sense of obligation to parents than do children 
from intact families (Silverstein and Bengtson, 1997). The consequences of divorce on social support in old 
age are particularly negative for fathers. Similarly, Webster and Herzog (1995) found that children from two- 
parent families saw their parents more often and reported more positive relationships than children whose 
parents had divorced. However, they also discovered a large gender difference, with divorced fathers having 
much less contact with adult children than did divorced mothers. Adult children of divorced parents reported 
feeling less loved and less listened to as children by their fathers than did children from intact families. The 
authors concluded that “the effect of parental divorce on frequency of contact cannot be explained away by 
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accounting for memories of childhood family problems.... Divorce, regardless of the family problems that 
follow or precede it, reduces the frequency with which fathers and adult children communicate” (Webster and 
Herzog, 1995:31). 

The estrangement between older parents and children caused by divorce is even more extreme when 
stepparents are involved. One study found that former stepparents had significantly less contact with their 
stepchildren following divorce or widowhood. Widowed stepparents contact with their stepchildren tended to 
diminish gradually whereas divorced stepparents contact ceased abruptly. Thus, this study demonstrated that 
the ties between stepparents and their stepchildren are 
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relatively weak and do not endure beyond the dissolution of marriage (Noel-Miller, 2013). 


The Effect of Remarriage 
Among people 65 or older, only a small fraction (2%) of widows and a somewhat larger number (20%) of 


widowers remarry. The most common reason for remarrying among the widowed is companionship. More 
commonly, remarriages follow a divorce (Watson et al., 2010). Remarriages are somewhat more likely to end 
in divorce than are first marriages. Remarriage creates multiple ties across households and generations that 
may include children from current and previous marriages, parents and stepparents, and grandparents and 
stepgrandparents. 

Studies show that the well-being of children in stepfamily households is lower than in two-parent, 
biological families and that stepchildren leave home earlier (Goldscheider and Goldscheider, 1993). These 
findings suggest that the ties between parents and children in stepfamilies may be weaker when the parents 
are old and thus that their social support system may also be weaker. Much of what we know about later life 
marriages represents those who are in long-term marriage. Yet many older people are involved in new 
marriages after they become widowed or divorced. 


THE UNMARRIED ELDERLY 


Although most older people live near at least one child, some older people lack a family support network 
(Suitor et al., 1995). Sometimes their children have moved away; others have no children or have never 
married. In the U.S., approximately 5 percent of men and women remain single all their lives. The small 
amount of research on the single elderly suggests that ties to members of the kinship group are very 
important, especially for women. Unmarried women have close relationships with their own aged parents and 
with uncles, aunts, siblings, cousins, nieces, and nephews (Bengtson et al., 1990). 

The circumstances of the unmarried elderly tend to vary cross-culturally. In the U.S., nearly two-thirds of 
single, childless elderly people belong to a social support network. In Canada, however, only one-quarter of 
the childless elderly participate in an exchange network that provides instrumental support; even fewer receive 
emotional support. Indeed, 75 percent of unmarried, childless Canadians age 65 or over receive no emotional 
support from family or friends (Wu and Pollard, 1998). 

As we noted earlier, the family is the main provider of instrumental support. When single people grow 
old, their support network has fewer individuals willing to provide this type of help compared with married 
people. Siblings in the support network may be struggling with their own health problems, or they may be 
responding to the needs of their children and grandchildren. Nieces or nephews may provide some help but 
not at the levels provided by children (P. Keith, 1989). On the positive side, people who have been single all 
their lives are often self-reliant, independent, and used to living alone. 


SIBLING RELATIONSHIPS IN LATER LIFE 


Siblings relationships are unique. Siblings share a family history, they have a relationship that can last a 
lifetime, and they are members of the same generation. Older adults often mention the importance of their 
brothers and sisters, and as people age, the sibling bond becomes even more important. Adult siblings are an 
important source of love, support and companionship to each another. In one study, about two-thirds of 
adults considered a sibling to be a close friend, half had some contact with a sibling at least once a month, and 
nearly a third would call on a sibling for help if there was an emergency (Voorpostel and Blieszner, 2008). 
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Sometimes siblings become closer when they have to plan care for an aging parent. Siblings may also care 
for one another as they grow older, although more likely, they provide only emotional support. In one study of 
Canadians aged 55 and older, the majority of respondents felt that their siblings would help them in a crisis, 
although only 25 percent had actually received such help (Connidis, 1994). Illness 
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often reconstitutes the sibling social support network. One widow explained how her sisters pitched in 
when her husband became sick: 


When my husband became very ill, I just couldn't do everything for him.... My sisters came over to stay with him 
when I needed to get out, to help me bathe him and change his sheets. Without them, he would have had to go toa 
nursing home. (D. Gold, 1996:241) 


The nature of the sibling relationship is partly determined by the size and gender composition of the 
sibling group. A brother whose siblings include a sister is more likely to be close to his siblings than one who 
has only brothers (Matthews, 1994). The bond between sisters is closest, and sisters are most likely to take 
care of one another. For example, Mary, a 75-year-old widow, left her children in the East when her husband 
died and returned to her Ohio hometown to be near her two sisters. The three sold their own homes, bought 
a home together, and pooled their possessions and other resources. When one of the sisters became ill, they 
hired an aide to provide some daily care. And because all the sisters pitched in, no single individual had to 
bear a large burden (Moyer, 1993). 

The nature of sibling relationships also changes over the life course. Sibling ties may be strong among 
children, then become weaker as jobs, marriage, and parenting make demands on time and energy. During 
these middle years, siblings may live far apart and have little in common in terms of values and interests. 
Later-life events such as the departure of children from the home, retirement, and widowhood often bring 
siblings closer together (Bedford, 1995). One man remarked about his relationship to his sister: 


It helped our relationship when her children were out of the house and married. I don’t think she didn’t care about me 
during the earlier part of our adult lives—I think she just didn’t have time! (D. Gold, 1996:237) 


Past tensions and family feuds can keep siblings apart. If parents have kept their children in emotional 
bondage by withholding approval and love, children compete for affection and become alienated from one 
another. In such families, adult siblings may be unable to reconcile until one or both parents die (Moyer, 
1993). Instead, they continue to replay earlier sibling rivalries in their old age. 


GRANDPARENTHOOD 


During the twenty-first century, the proportion of grandchildren who had living grandparents increased 
significantly, a trend that is especially true for young adults. In 1900 about half of all 20-year-olds had one 
living grandparent, compared with 90 percent in 2000. For 30-year-olds, the chance of having a living 
grandparent increased from 21 percent to 75 percent (Uhlenberg, 2004). Grandparent involvement is 
important both for the development of children and for the social support it provides for parents (McCluskey 
and McCluskey, 2000). Further, grandparents who have frequent contact with their grandchildren are more 
satisfied with the grandparent role (Mueller and Elder, 2003). 

Reports on grandparent-grandchild interaction indicate that frequent contact is common, but that 
substantial variation exists across individuals (Silverstein and Marenco, 2001). In this section we discuss 
factors that influence relationships between grandparents and their grandchildren. 


Styles of Grandparenting 


In a survey of 510 grandparents, Andrew Cherlin and Frank Furstenberg (1992) identified three styles of 
grandparenting: remote, companionate, and involved. Grandparents with remote relationships saw their 
grandchildren so infrequently that their relationship was mainly ritualistic and symbolic. Most simply lived 


200 


too far away and thus were unable to play a role in their grandchildren’s lives. Divorce often was a factor, 
especially for the grandparents on the father’s side. When a former daughter-in-law moved away, it was often 
difficult for the grandparents to keep in touch with the children. 

Grandparents who maintained a companionate relationship with their grandchildren focused on 
emotionally satisfying, leisure-time activities and reported an easygoing, friendly style of interaction. 
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These grandparents felt they already had raised a family and were now prepared to leave the tough work of 
parenting to their children. Their attitude toward their grandchildren was to love them and then send them 
home. Another feature of the companionate style was a “norm of noninterference.” Grandparents emphasized 
that they had no right to tell their married children what to do. Because of this norm, they had little sense of 
authority over their grandchildren and were powerless to demand more access to them. 

Involved grandparents took an active role in rearing their grandchildren, frequently behaving more like 
parents than grandparents. 

Many involved grandparents are relatively young and still working full-time, but they manage to provide 
anywhere from a few hours a week to nearly full-time care for their grandchildren. According to a recent 
study, approximately 45 percent of grandparents provide at least some care to their grandchildren (Harrington 
Meyer, 2014). How working while caring for grandchildren affects the grandparent depends both on the 
extent of care provided and on the resources available. Many grandparents find this period to be one of the 
most joyful of their lives, while others deplete their resources and feel too tired to maintain an active social life 
or take care of their own health. 

Grandparents all over the world provide care for their grandchildren. The “Aging Around the World” 


feature discusses how caring for grandchildren affects the health of grandparents in Taiwan. 


Grandparents Raising Grandchildren 


Over the past three decades there has been a small but distinct increase in the number of young children being 
raised by their grandparents, from 3.2 percent in 1970 to 6.1 percent in 2004 (U.S. Census Bureau, 2005b). 
The percentage of grandparents living with grandchildren varies sharply by race and Hispanic origin. More 
than half of American Indian and Alaska Native grandparents and black grandparents who live with their 
grandchildren have primary responsibility for their care. Younger grandparents also are more likely to be 
responsible for their grandchildren. Of the 5.8 million co-resident grandparents in 2000, 64 percent were 
women, and nearly 20 percent had incomes below the poverty level (U.S. Census Bureau, 2003b). These 
statistics have stimulated interest in why grandparents choose to raise their grandchildren and how well they 
cope with the task. 

Although grandmothers comprised the majority of caregivers to their grandchildren, in 2000, over 
900,000 grandfathers were primary caregivers to grandchildren, 37 percent of all grandparent caregivers. 
Much less is known about grandfathers even though they provide valuable unpaid and often unrecognized 
care. Grandfather caregivers may be especially vulnerable to poverty, because older men are not expected to be 
primary caregivers and because this role is likely inconsistent with their previous family experiences. Keene 
and Prokos (2011) analyzed the 2006 American Community Survey to examine race and ethnic differences on 
the likelihood of poverty among grandfathers who have primary responsibility for their grandchildren. They 
found that non-Hispanic white grandfathers, those who are married, and those with a co-resident middle 
generation were the least likely to be poor. This may be because the presence of more adults in the home 
means more potential workers and greater financial resources. Grandfather caregivers are less likely to be poor 
if they live with both a spouse and adult child. 

Often grandparents come to raise their grandchildren under difficult, and sometimes tragic, circumstances. 
Grandparents become surrogate parents during family crises resulting from divorce, drug abuse, alcoholism, 
teenage pregnancy, or parental abuse or abandonment of the children (Hayslip et al., 1998). In a study of 398 
white and 319 black custodial grandmothers, Rachel Pruchno found the primary reason they began caring for 
their grandchildren was drug or alcohol addiction by the parents. As one grandmother explained: 
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I guess the final straw where someone said yes, these children need help was on a Friday, our daughter had checked 
herself into a drug and alcohol rehab center and so the children were left in the care of their father and he went out 
drinking on Saturday night and left the children alone and he went out drinking again Sunday and left the 


children at which time he had been picked up by the police. (Pruchno, 1999:215) 
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THE HEALTH EFFECTS OF GRANDPARENTS CARING FOR GRANDCHILDREN IN 
TAIWAN 


randparenting is a stage of the life course experienced by people in all cultures. Although being a 


grandparent can be associated with great joy, it can also create stress. The effect of grandparenting on 
health likely differs depending on the cultural context and on living arrangements. In Chile and in China, 
for example, grandparents, their adult children, and their grandchildren often all live together, in 
multigenerational households. In these countries grandparents who live in the same home as their 
grandchildren have higher life satisfaction and lower levels of depression than grandparents living alone. 
Grandparents also are the traditional caregivers to their grandchildren in Taiwan, and care is often provided 
in a multi-generational household. One study that looked at the effect of caregiving on grandparents’ health 
found that grandparents who cared for their grandchildren had better self-rated health, higher life 
satisfaction, fewer symptoms of depression, and fewer mobility limitations compared with non-caregivers. 
These positive findings were greatest in multi-generational households where adult children were also 
present (Ku et al., 2013). The situation is quite different in the U.S. where grandparents who reside in 
multi-generational households are more likely to be depressed. The likely explanation is that in the U.S. 
multi-generational households are not the preferred living arrangement for most families and when they 
occur, they are an indication of deprivation. 


What Do You Think? 


1. In what ways have your grandparents been involved in your life? 


2. Do you know anyone who was raised primarily by a grandparent? 


The grandmother's task was made more difficult because many of the grandchildren in Pruchno’s study 
exhibited a wide range of behavioral problems. They had sudden mood swings, were often nervous and 
argumentative, stubborn, or disobedient. Many had been diagnosed as hyperactive and were experiencing 
difficulty in school. 

Despite these challenges, many grandparents say they don’t regret their decision to raise their 
grandchildren, and feel grateful for the companionship and love the children bring into their lives. Overall, 
caring for grandchildren does not have dramatic and widespread negative effects on grandparents’ health. 
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Whatever health disadvantages occur among grandparent caregivers arise from grandparents’ prior 
characteristics, not as a consequence of providing care. Health declining as a consequence 
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of grandchild care appears to be the exception rather than the rule. These findings are important given 
how many grandparents either provide for day care or are raising their grandchildren (Hughes et al., 2007). As 
one 80-year-old great-grandmother explained, “I don’t know what I would do without my granddaughter. She 
is my best friend. With her here with me, even though she did have a baby, I feel like I will never be alone” 
(Burton and deVries, 1993:107). 


The Quality of the Grandparent-Grandchild Relationship 


Several factors influence the quality of the grandparent-grandchild relationship. The first is proximity, since 
grandchildren who live near their grandparents have greater frequency of contact and report closer 
relationships. The second is parent-grandparent closeness (Taylor et al., 2009). When parents and 
grandparents are close, the children see their grandparents more often and feel greater emotional closeness to 
them than when there is distance. Grandparents can also help alleviate depression in their grandchildren, 
particularly when they have good relationships with their own adult children (Ruiz and Silverstein, 2007). 
Middle-aged parents who interact regularly with their own parents provide role models for their children. 
Spending time with the grandparent generation establishes family norms of reciprocity and strengthens links 
between generations (Hodgson, 1992). In fact, when family ties are strong, grandmothers’ feelings for their 
granddaughters are often indistinguishable from their feelings for their daughters (Thompson and Walker, 
1987). 

These links across generations reflect not only present relationships but also past experiences. A team of 
researchers evaluated the quality of the childhood relationship between parents and grandparents by asking 
their respondents whether they felt their parents had really cared for them (Whitbeck et al., 1993). They 
found that when the parents viewed the grandparent generation as uncaring, the quality of relationships was 
poorer across all three generations. Grandchildren whose parents had poor relationships with their own 
parents saw their grandparents less often and rated the quality of the relationship lower than those whose 
parents recalled caring relationships. 

Studies based on recalled memories of early life experiences are potentially compromised by the possibility 
that people who are presently emotionally distant from their parents may reinterpret their childhood 
memories. However, longitudinal studies suggest that relationships do reflect continuity over time. Whitbeck 
et al. (1993) concluded that “perceptions about early family relationships provide a blueprint for later family 
relationships across generations” (p. 1033). 


The Grandparent Career 


As with other family relationships, there is a life course pattern to grandparent-grandchild relationships, 
called a grandparent career (Cherlin and Furstenberg, 1992). Grandparents see their grandchildren often 
when they are very young, and they find this period of grandparenting most satisfying. Then, as grandchildren 
grow up, the frequency of contact declines as teenage grandchildren develop relationships outside the family. 
Yet this relationship is still important to the teenager. One study conducted in England and Wales compared 
grandparents’ involvement with their grandchildren in two-parent biological families, in one-parent families, 
and in step-families. The researchers found that greater grandparent involvement in their teenage 
grandchildren’s lives resulted in fewer emotional problems and more positive social behavior. Grandparent 
involvement was especially helpful in reducing adjustment difficulties among adolescents from lone-parent 
and step-families (Attar-Schwartz et al., 2009). As they become young adults, they begin to establish families 
of their own and choose occupations. Their grandparents remain important in their lives, however, for college 
students report they enjoy being with their grandparents and feel that their grandparents have had a large 
influence in shaping their values, their personal identities, and their religious beliefs (Roberto and Stroes, 
1992). 

When grandchildren reach adulthood, the relationship between grandparents and grandchildren becomes 
closer. Contact is frequent, and both 
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generations place great value on the relationship. Hodgson (1992) interviewed a national sample of over 
200 adult grandchildren. Only 1.5 percent had no contact with their grandparents. The majority were in 
touch with their grandparents through visits or phone conversations several times a month, and 40 percent 
had weekly contact. As might be expected, young men and women who lived near their grandparents saw 
them more frequently. Physical proximity also increased the sense of emotional closeness they felt toward their 
grandparents. 

Hodgson found that grandchildren felt closer to their grandmothers, especially on the maternal side, than 
to their grandfathers. This finding is consistent with other studies, which find that women derive more 
satisfaction from grandparenting than do men. But many grandfathers also express high satisfaction with the 
grandparenting role, particularly men who have been involved in their grandchildren’s care. 


Grandparenting after Divorce 


Following a divorce, grandparents are often in a unique position to help their children financially, to provide a 
stable home, or to care for grandchildren while the mother works (Taylor et al., 2009). The role grandparents 
play greatly depends on their relationship to their own adult children. One study identified three patterns that 
occurred in the relationship between parents and their divorcing children (C. L. Johnson, 1993). One pattern 
was an increase in the bond between parents, the adult child, and grandchildren. This pattern occurred most 
often between a daughter and her parents and resulted from the economic and practical assistance provided by 
the parents. Children who relied heavily on their parents paid a price, however, for they lost much of their 
independence. When parents helped their adult children, they felt justified in commenting on child-rearing 
practices or dating patterns, topics that grandparents normally feel are taboo. This arrangement was usually 
temporary. As the divorced children reestablished stability in their lives, they reasserted their independence. 

In a second pattern, the divorced children struck out alone and retained a separate, private life. The 
intergenerational bond was characterized by intimacy at a distance. Finally, in a third pattern, there was a 
blurring of relatives by blood, marriage, divorce, and remarriage. Relationships with relatives of divorce were 
maintained while new relationships were formed with remarriage. Grandchildren provided the link in families 
where sons and daughters-in-law remained close after a divorce. A former daughter-in-law might no longer 
be a son’s wife, but she remained the mother of one’s grandchild. Thus, ties to former daughters-in-law were 
most commonly maintained among paternal grandparents. Maternal grandparents automatically would have 
greater access to a grandchild because their daughter typically would have custody. As a result, they saw less of 
their former sons-in-law. 

As we saw earlier, although divorce is often viewed as a severing of family ties, it can also multiply them 
(C. L. Johnson, 1993). With the divorce and remarriage of children, new in-laws are accumulated. 
Grandparents who maintain contact with a former daughter-in-law may find themselves part of an extended 
kin network that includes her new spouse if she remarries, and new children and stepchildren. In general, 
however, relations with maternal grandparents become closer after a divorce and relationships with paternal 
grandparents suffer. Parents mediate the relationship between grandchildren and grandparents, and parental 
custody patterns determine the amount of contact between grandchildren and grandparents. 

The role played by parents in mediating the grandparent-grandchild relationship becomes less important 
among older grandchildren. Cooney and Smith (1996) interviewed 485 grandchildren between the ages of 18 
and 23. Half had experienced a parental divorce in the past 15 months; the other half were from intact 
families. They found that there were no differences between the two groups in how close the grandchildren 
felt toward their grandparents or in how often they saw them. In fact, young adults from divorced families 
were more likely to initiate visits with their grandparents than were those from intact families. In adulthood, 
then, parents no longer mediate relationships between grandparents and grandchildren. Grandchildren 
manage their relationships on their own, 
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and parental divorce has less effect than it does on young children. Indeed, the authors concluded that “the 
strength and stability of relations with their grandparents may be particularly beneficial to young adults’ 
adjustment” (Cooney and Smith, 1996:95). For a discussion of the legal issues that arise when grandparents 
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seek to maintain contact with grandchildren after a divorce, see “An Issue for Public Policy.” 
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SHOULD GRANDPARENTS HAVE VISITATION RIGHTS AFTER A DIVORCE? 


ntil the 1970s, grandparents had almost no rights to visit their grandchildren except with the consent of 


the child’s parents. Then, during the late 1970s and 1980s, legislation was enacted in all 50 states granting 
grandparents the right to petition the court for legally enforced visitation privileges with their 
grandchildren. Moreover, in 1983 the House of Representatives recommended that the states develop a 
uniform statute ensuring grandparents’ visitation rights (Thompson et al., 1989). 

The increase in the divorce rate, which skyrocketed in the 1970s, was one factor in stimulating 
legislation protecting grandparents’ rights to see their grandchildren. Another factor was the increasing 
political clout of senior citizen organizations that took on grandparents’ rights as an issue. And in general, 
the laws were passed quickly because “in many states lawmakers could see no harm in simply giving 
grandparents the right to petition to see their grandchildren when the child would benefit from the 
continuing contact” (Thompson et al., 1989). 

Although most people immediately sympathize with the pain experienced by grandparents who are cut 
off from their grandchildren when their children divorce, determining what is in the best interest of the 
grandchildren in these situations is a complex issue. In the past, the denial of independent visitation rights 
to grandparents was justified on the grounds that it would undermine parental authority. In cases that come 
before the courts, battles over visitation may involve the child in intergenerational conflict between his or 
her parents and grandparents. Children may become caught in conflicts of loyalty between their parents and 
their grandparents, and if visitation is granted, the conflicts may continue. Children who are already 
experiencing distress because their parents are divorcing may thus become mired in further legal conflict. 

Relatively few states permit grandparents to petition for visitation under any circumstances. Usually 
petitions are allowed only in connection with certain triggering conditions: when the child’s natural family 
has been disrupted through death or divorce; when a parent is declared unfit; or when the grandparent has 
had custody of the child in the past. If family relations are harmonious, then grandparents have no need to 
petition the courts. Thus, virtually all cases of petition reach the courts over the objections of the child’s 
custodial parent. The benefit of visitation to the child must then be weighed against the harm that may 
come from placing a child in the center of familial conflict (J. Myers and Perrin, 1993). This is a judgment 
that the court is often poorly prepared to make. Because legislative guidelines on these issues are vague, 
judges often rely instead on their own intuitive assessments of the family. The result is unreliable decisions 
made on a case-by-case basis. 

Granting grandparents the right to petition the courts also raises questions about how deeply the legal 
system should intervene in the family. The threat of a lawsuit alters the leverage in family disputes in favor 
of grandparents over parents. Parents who are in the midst of a divorce or who have suffered the loss of a 
spouse through death are financially and emotionally vulnerable and less prepared to take on a court battle. 
The more fundamental issue, however, is whether family relationships should be determined by the legal 
system or remain a private matter. The June 6, 2000, U.S. Supreme Court decision giving parents the right 
to make decisions regarding the care and custody of their children is likely to reduce the number of 
petitions filed by grandparents. 
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What Do You Think? 


1. In your family, has the death, divorce, or remarriage of a parent separated the grandparents from their 
grandchildren? If so, how did the grandparents handle the situation? 


2. Should the legal system intrude into family relationships? If so, under what conditions? 


Demographic change and rising divorce rates have transformed family structure, but the family remains 
the core societal institution. Indeed, the strength of familial ties is most visible in old age. Although some 
older people do become isolated from family members, most are firmly embedded in an extended kin network. 
And the elderly are active members of these extended kin networks, giving more help than they receive until 
they are very infirm. Only then does the aid flow in the other direction. 


THE FAMILIES OF OLDER GAYS AND LESBIANS 


On July 24, 2011, lawmakers in New York voted to legalize same-sex marriage, making New York the seventh 
and largest state where gay and lesbian couples are able to wed. The first couple to marry in Manhattan were 
Phyllis Siegel, 77, and Connie 

186 


Kopelov, 85, who have been together for 23 years. Kopelov arrived in a wheelchair and stood with the 
assistance of a walker. During the service, Siegel wrapped her hand in Kopelov’s and they both grasped the 
walker. Hundreds of other gay couples, many of whom were in their sixties and seventies, followed suit. 

Since 2013, the federal government has recognized all legally performed same-sex marriages; and on June 
26, 2015, the U.S. Supreme Court ruled that the Fourteenth Amendment requires states to offer same-sex 
marriage and recognize same-sex marriages performed elsewhere. Although all 50 states and the District of 
Columbia have complied with the Supreme Court decision, some counties in Alabama, Kentucky, and Texas 
initially stopped issuing marriage licenses or continued to refuse to issue marriage licenses to same-sex 
couples. Despite these pockets of resistance, gay marriage has gained wide acceptance, especially among 
younger people. 

Not all gay and lesbian couples have married. After being forbidden to marry for such a long time, many 
have created alternative types of family relationships that provide support as they grow old. Many who are not 
legally married have been involved in long-term relationships with a partner. More than 25 percent of same- 
sex couples include a partner at least 55 years of age, and in about 20 percent of same-sex couples, both 
partners are 55 or older (de Vries, 2007). Many same-sex couples who live in states where same-sex marriage 
is 
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not allowed have exchanged vows in private ceremonies and consider themselves married. 

Sometimes gays and lesbians have special roles in their families of origin. They might be the caretaker for 
an aging parent because they are unmarried and geographically mobile. They may also have more disposable 
income to help with the care of an aging parent because they have no financial responsibilities for children. 
Further, their heterosexual siblings may presume that because they are not married or do not have children, 
they are the most likely and most appropriate caregivers when their parents need care (Cahill et al., 2000). In 
some families, then, older gays and lesbians have a greater caregiving burden than do their brothers or sisters. 

Some gays and lesbians become alienated from their families because their relatives disapprove of their 
sexual identity. In such cases, they may have little contact with their families. When they do see their parents, 
their relationships are strained and they may feel rejected. Interactions that occur are often characterized by 
conflict. In other cases, however, families are supportive, and the individual and his or her partner are fully 
integrated into everyday life and family events (Reczek, 2014). 


Social Support for LGBT Individuals 
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In the U.S., most caregiving is done by women, most often daughters. Although many LGBT elders do have 
children. nearly half do not. Instead they rely on a network of friends for help in old age (Blevins and Werth, 
2006). If they are rejected by their families, they plan for aging by creating a support network of friends, 
partners, and selected biological family members. If they are unable to create this social support system, they 
may experience feelings of loneliness in old age. One study conducted in the Netherlands examined whether 
older lesbian, gay, and bisexual (LGB) adults are lonelier than their heterosexual counterparts. The researchers 
concluded that LGB elders were significantly lonelier and less embedded in social networks than were 
heterosexual elders. Compared with their heterosexual peers, older LGBs were more likely to have 
experienced divorce, to be childless, or to have less intensive contact with their children. They also had less 
intensive contact with other members of their families and attended church less frequently (Fokkema and 
Kuyper, 2007). Other studies, however, suggest that older lesbians and gays are no more or less adjusted in 
later life than heterosexuals (Hunter, 2005). 


FRIENDS AND SOCIAL SUPPORT SYSTEMS 


Think about your friends. What part do they play in your life? Friends serve as a resource for young adults and 
help them meet challenging situations. When people are middle-aged, working full-time, and raising 
children, they often complain that they do not have enough time for friends. In old age, friendships become 
especially meaningful, because people no longer have connections to others through work and children are 
grown. On the positive side, retirees are more likely to have the time to keep in touch with long-term friends 
and to make new friends. 

While family relationships typically involve daily needs and routine tasks, friendships are dictated by 
pleasure. The unique quality of friendships allows people to transcend mundane daily realities. Although 
people consistently list family members as close and intimate members of their network, they name friends as 
people they most enjoy spending time with. They also say that they are most likely to engage in leisure 
activities with friends and that friends have the greatest impact on their well-being. Friends are important for 
an individual’s morale, for providing affection and emotional support, and for being there to help out 
spontaneously when needs arise (Blieszner, 2014). 

Friends are important for both physical health and well-being in later life. Research has shown that friends 
have a positive effect on feeling happy and having a positive outlook. One study conducted among older 
people in Germany found that engaging in social activities with friends increased life satisfaction and positive 
feelings about life (Huxhold et al., 2014). Friends provide emotional support by listening to each other’s 
problems and enjoying each 
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other’s company, which reduces loneliness and depression. Friends also provide instrumental support by 
helping with grocery shopping, providing transportation to the doctor’s office, or sharing meals. Sometimes 
friends can actually improve each other’s physical health by offering advice about diet and exercise, 
recommending good doctors, or just noticing when someone is not doing well. Yet friends can also be a source 
of stress if they betray confidences, offer unwelcome advice, or fail to convey a sense of caring (Blieszner, 
2014). 
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Many same-sex couples establish long-term relationships with a partner or companion but increasing numbers now 
are choosing to marry now that they have the legal right to do so. 


© Teri Dixon/Getty Images RF 


Dating in Later Life 


Men and women may also establish intimate relationships in later life. This is more difficult for women 
because of the shortage of older men. Even so, many older people do date after widowhood or divorce. Studies 
that have specifically investigated dating in later life have found that many previously married women largely 
enjoyed the company of men but did not desire remarriage (Dickson et al., 2005). These women often wanted 
to remain independent and saw dating as a step toward losing this independence because many of the men 
they met wanted marriage. This made dating undesirable at this point in their lives. Yet even with the 
potential negatives and fears that accompany dating, some women in later life choose to date. Companionship 
is by far the most frequently mentioned reason for dating. Another reason is a desire for physical affection, 
which may refer to sex, but also can 
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simply mean affection or intimacy (Calasanti and Kiecolt, 2007). Other reasons for dating include finding a 
husband, gaining prestige or an enhanced sense of esteem from peers (Stevens, 2002) and to reduce loneliness 
(Watson and Stelle, 2011). 

Many of the behaviors that older people described on a date reflected the historical traditions of their age 
cohort. Men were expected to pick up their date, to drive, and to pay the expenses, except in long-term dating 
relationships, in which the Dutch treat arrangement was more common. Asking for a date was a male 
prerogative. None of the men had ever been asked for a date, and none of the women had ever asked a man 
for a date. 

While most of the subjects hoped that dating would lead to marriage, they also stressed the pragmatic side 
of the dating relationship. Both men and women enjoyed the companionship, and women were also likely to 
stress the romantic aspects of dating. 

It should be readily apparent that the family is the core of the social support system. Families provide 
emotional support and instrumental help in managing activities of daily living. They protect the elderly from 
social isolation and help them adapt to the challenges of old age associated with retirement, health crises, and 
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widowhood. 
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Chapter Resources 
LOOKING BACK 
1. What is a social support system, and what effect do gender and family structure have on it? A social support 


system is the network of relatives and friends who provide emotional and instrumental support. Support systems 
create a convoy, which follows people over the life course. Women have more extensive social support networks than 
do men and thus have more of the benefits they provide, but also more of the strains. Some older people lack a 
family support network, either because their children have moved away or because they have no children or have 
never married. Among the never-married elderly, other kin often play the role typically reserved for children. The 
increase in life expectancy over the past century has created a bean pole family structure, expanding the potential 
social support system of aging people to include four or even five generations. 

How do older Americans compare with other Americans in marital status? Elderly women are significantly 
more likely than younger women to be single, simply because they live longer than men. And because they tend to 
marry older men, they are not likely to remarry after being widowed. 

How does marital satisfaction change over the life course? Studies of marital satisfaction over the life course 
consistently show a decline during the child-rearing years. In part, the decline during the child-rearing years is 
caused by role strain. As the children leave home, marital satisfaction rises, peaking in the retirement years. The 
later-life satisfaction peak may also be a function of divorce—that is, those who remain married are the survivors. 
Still, the research is consistent enough to suggest that marriage is very satisfying for most people in old age. 

How do sibling relationships change in later life? There is a life course pattern to sibling relationships. Many 
siblings feel close as young children, then drift apart to attend to the needs of their own families. As siblings grow 
older, they often become close once again. Siblings mostly provide emotional support but some, especially sisters, also 
care for one another in old age. 

What factors influence parent-child relationships in later life, and what effect does divorce have on these 
relationships? Relationships established earlier in life affect the quality of interaction between parents and 
children in later life. Children who recall their childhood in a positive way are more concerned about their aging 
parents than those who perceived parental rejection. People who have been divorced have less contact with their 
adult children and report less positive interaction than those who remain married. Losing touch with children 
after a divorce is especially a problem for men. 

What factors influence the grandparent-grandchild relationship in later life, and what effect does divorce 
have on this relationship? The relationship between parents and their children is often passed on to the 
grandchildren. When parents and grandparents are close, the grandchildren see their grandparents more often and 
feel closer to them. When parents divorce, the grandparent-grandchild relationship is affected. The paternal 
grandparents are most likely to lose contact with their grandchildren. Divorce does not necessarily mean a severing 
of familial ties, however, for some parents remain close to their former daughters-in-law. With the divorce and 
remarriage of parents, family ties may multiply. 

What kinds of social support do older gays and lesbians depend on? Some gays and lesbians become alienated 
from their families if family members disapprove of their lifestyles. They may plan for aging by creating a support 
system of friends and significant others. However, many gays and lesbians play special roles in their own families, 
as caretakers of aging parents. 


8. Is friendship a good source of support in later life? Friends form a special part of an individual's support 
network. Whereas family relationships are dictated by obligations and responsibilities, friendships are voluntary, 
pleasurable, and the primary source of companionship. 
191 
THINKING ABOUT AGING 
1. On balance, should the trend toward verticalization of the family system have a positive or negative effect 


on the aged? Explain your reasoning. 
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2. Studies have shown that men derive greater emotional support from their marriages than do women. As 
gender roles change over time, would you expect the gender difference in perceived emotional support to 
change? Why or why not? 

3. When couples divorce, they must decide who will be responsible for the care of their children. Should 
they also agree on who will care for their parents, if the need arises? 

4. Should aging grandparents who are raising their grandchildren receive some help from social welfare 
agencies? If so, what kind of help would be appropriate? 

5. What happens to the aged when the social support system breaks down? 

6. What can be done to strengthen the social support systems of elderly people who are slowly becoming 
isolated? 
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EXPLORING THE INTERNET 


1. Go to the website of the Health and Retirement Survey (https://hrs.isr.umich.edu/about) and click on 
Publications. Read the article on later life marital dissolution 
(https://hrs.isr.umich.edw/publications/biblio/6515) and answer the following questions: 


a. Who is more likely to remarry in later life, divorcees or widows? 
b. Is there a difference between men and women in the likelihood of remarriage following divorce? 


2. Go to the website for the article on marital quality and cardiovascular risk from the National Social Life, 
Health, and Aging Project (http://hsb.sagepub.com/content/55/4/403), and answer the following 
questions: 


a. Is there a difference between men and women in the effect of poor marital quality on cardiovascular 
risk? 

b. Does poor marital quality have the same effect on cardiovascular risk among younger couples as it 
does among older couples? 
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Living Arrangements 
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Sine families live in multi-generational households but that 


arrangement is uncommon in the U.S. 


© David Sachs/Getty Images RF 


211 


Looking Ahead 


How do an extended family’s living arrangements change in response to the changing needs of different generations? 
With whom do most older people live? 
What kind of housing do older people have, and what housing problems do they face? 


What are the benefits and drawbacks of shared housing, board and care homes, and assisted living facilities? 


20 gs a Pä GC 


What is a continuing care retirement community, and what is life in such a community like for an older person? 


eryl O’Connor understands that retirement communities have their advantages, but in her mind 


nothing can compare with the birthday surprise she received on her 80th birthday. She was working in 
her garden when two little girls from next door, her buddies as she calls them, brought her a strawberry 
shortcake. “I just couldn’t be around old people,” Beryl explained. “That's not my lifestyle. I'd go out of 
my mind” (Crary, 2011). Like many older people, Beryl wants to age “in-place” in the home she and her 
late husband purchased in the 1970s. Right now her home, which was built in the 1940s, feels safe and 
comfortable. Her bedroom is on the ground floor and she had a safety bar installed in her bathtub. Her 
granddaughter lives with her and she has many friends and activities in town. 

Some older people choose to move for a variety of reasons—to enjoy a leisurely lifestyle or to live 
closer to family. Others are forced to move to ensure that they have the health care they need. The living 
arrangements of older people are critical to their well-being and often determine whether they are able to 
remain independent. 

The aged’s arrangements are not stable but shift in response to their changing needs (Wilmoth, 
1998). Older people who live alone are more likely to fear an emergency than those who live in a planned 
community, and they are at higher risk of placement in a nursing home. In the first part of this chapter, 
we will explore the issues confronting older people who remain in their own homes and communities. 
Then we will consider the alternative living arrangements available to those who 
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wish to live in a communal setting with others of their age group. 


HOUSEHOLD STRUCTURE 


When her husband died, Ida Harper, aged 71, moved from the small town in upstate New York where she 
had lived all her life to Atlanta, Georgia. Although she left behind a network of siblings, nieces, nephews, and 
cousins, the move brought her closer to her daughter and grandchildren, whom she sees now on a weekly 
basis. Because Ida’s eyesight is poor, she no longer drives, but she has no transportation problems. Her 
daughter takes her to the doctor’s office and on errands. Ida’s social life, however, is centered not on her 
daughter but on her close friend Nancy, a widow who lives two apartments away. Every Monday, Ida and 
Nancy go grocery shopping and then have lunch. 

Ida Harper’s living arrangements are typical of those of many older Americans. Sociologists who have 
studied the topic have found that the aged maintain close ties with younger generations, even though they 
may not live with them. 

Ida Harper’s life is a good illustration of the theory of intergenerational solidarity that we discussed in 
Chapter 8. It states that over time, a family will adjust its living arrangements to reflect the changing needs 
and resources of different generations. Early in the life course, the economic needs of adult children determine 
their relative proximity to their parents. Later in the life course, the parents’ economic and health needs 
influence how close their children live to them (Silverstein and Litwak, 1993). Researchers have identified 
three phases in the parent-child life course in terms of proximity of living arrangements. Children live with or 
near their parents before they reach age 25. Then there is a period of separation; children marry or move away 
in pursuit of education and employment. Healthy elders may also move away from their children to a 
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retirement destination. In later life, however, when aging parents become ill or disabled, they move nearer to 
their children. Thus, families reconstitute themselves in later life, not necessarily in intergenerational 
households but through close contact and frequent visits (Silverstein, 1995). 


x= 
EI T we 


Most elderly people do not live with their grown 
children. 
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Living arrangements have also changed significantly over time. In 1850, 70 percent of older people lived 
with a child and only 11 percent lived alone. By 2000 only 14 percent of people over 65 lived with an adult 
child and over 70 percent lived alone (Ruggles, 2007). After 2004 that pattern began to change. The 
combined effects of a weak economy, surging home foreclosures, and sinking property values has transformed 
family dynamics. Many adult children who have lost homes to foreclosure are moving back home with their 
parents. Between 2005 and 2011, the proportion of young adults living in their parents’ home increased. The 
percentage of men aged 25 to 34 living in the home 
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of their parents rose from 14 percent in 2005 to 19 percent in 2011 and from 8 to 10 percent over the 
period for women (U.S. Census Bureau, 2011c). Older Americans, too, have lost their homes and often lack 
the financial resources to buy another. Instead they move in with their children. Further, adult children who 
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had been helping their aging parents by paying for assisted living or other living arrangements are choosing to 
move their parents into their own homes because they can no longer afford the costs. “With the financial 
crunch, many adult children caregivers are having to bring Mom and Dad into their own home instead of the 
many other options” (McVicker and Pugielli, 2008). In 2011 more than 4 million parents were living with 
their adult children, up from 2.3 million in 2000 (U.S. Census Bureau, 2011c). 

Older Americans’ living arrangements are also influenced by their gender and by race and ethnicity. Older 
women are much more likely than older men to live alone. The great majority of men 65 and older (73%) live 
with their wives; only 50 percent of women live with their husbands because they are more likely to be 
widowed. 

In contrast to the U.S., where three-generation households are uncommon, cultural values in many other 
countries dictate the formation of intergenerational households. In Muslim countries most aging parents live 
with their children. For example, in Kuwait 89 percent of women and 94 percent of men reside in households 
with at least one son or daughter present (Shah et al., 2003). In Africa it is common for adult children and 
grandchildren to move into their elderly parents’ households, but in Asia it is more common for elderly 
parents to move into the homes of their children (Bongaarts and Zimmer, 2002). 

Older white women are most likely to live alone; older white men are most likely to live with a spouse. In 
general, women are more likely than men to live with other relatives. African American and Hispanic elders 
are particularly likely to live with children, siblings, or other family members. Interestingly, men who live 
alone are most likely to feel lonely, but women who live with children without a spouse present are most likely 
to feel lonely (Greenfield and Russell, 2011). 

Of all ethnic groups, elderly Asian Americans are most likely to be living in an extended family household. 
In some cases, they are the head of the household and have adult children living with them. In other 
instances, they are living in the homes of their children. To some extent these living arrangements reflect 
cultural preferences and the strong tradition of filial piety, meaning that children have an obligation to care for 
their aging parents (Vonn Chin et al., 2001). Yet extended family households are most common in low- 
income Asian families, which suggests that this living arrangement is more a response to poverty than a 
cultural ideal (Vonn Chin et al., 2007). 

Some older Americans continue to live in the homes they occupied in their younger years; others move 
long distances to enjoy better weather or be nearer to family. In the next section we examine the reasons that 
some people leave their homes and communities while others age in place. 


To Move oR TO STAY? 


Geographic Mobility 


The vast majority of people 65 and older do not move when they retire. In 2010, 96 percent of people 65 and 
older were nonmovers. Of those who do move, many stay in the same state (U.S. Census Bureau, 2014b). Yet 
every year thousands of retirees migrate to the Sun Belt states of Florida, Arizona, Nevada, New Mexico, and 
North Carolina. The movement of older people to the Sun Belt, called a migratory stream, is diffuse in 
origin. Those who enter the stream come from many states, cities, and towns. Their destinations, however, are 
highly specific: places with a warm climate and reasonably priced retirement housing, typically in the southern 
and western parts of the country. 

Other states, such as those in the declining industrial area called the Rust Belt (Michigan, Ohio, and 
Illinois) and the farming regions of the Corn Belt and Great Plains, also have a high proportion of older 
people, but for a different reason. Lack of job opportunities has chased younger people away (Bean et al., 
1994) from these states, aging 
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their populations. The term used to describe the natural aging of an area’s population, which is often 
accompanied by the out-migration of young adults, is aging in place (Bedney et al., 2010). 

A net increase in elderly migration and in aging in place will increase the proportion of older people in a 
region. In 2010, nine states each had more than 1 million elderly: California, Florida, New York, 
Pennsylvania, Texas, Illinois, Ohio, Michigan, and New Jersey (see Figure 9-1). In some of these states, a 
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high percentage of the population is over 65. In Florida, people over 65 are 17.3 percent of the population. In 
lowa, fewer than one-half million older people make up 14.9 percent of the population (U.S. Census Bureau, 
2015b). The former pattern is created by a migratory stream, the latter by aging in place. 


(KSE Percentage of the Population Aged 65 and Older, by State, 2000. 
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Source: U.S. Census Bureau (2002b). 


Older people who move often do so for family-related reasons or because they want to live in housing that 
better accommodates their changing needs. In 2013, 29 percent of older movers relocated because they 
wanted to be closer to family, and 45 percent did so because they desired a different type of housing (U.S. 
Census Bureau, 2014b). 


Aging in Place 


Most older people prefer to stay in their own homes as they grow old. Aging in place refers to the ability to 
continue to live in one’s own home comfortably, safely, and independently (Rivera-Hernandez et al., 2015). 
Yet aging in place may not be the safest choice, for many neighborhoods do not have access to basic services. 
According to the American Housing Survey, nearly half of all people 65 and older live in neighborhoods 
where there are no grocery stores or pharmacies within walking 
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distance and no access to public transportation. Many older people live alone, which can lead to social 
isolation and increase the risk of malnutrition and even death (Bezaitis, 2008). Aging in place can also mean 
occupying deteriorating housing that is poorly designed to meet the needs of those with limited physical 
mobility. 

Even for individuals who live in safe neighborhoods, there are risks to living alone. More than one-third 
of people 65 and older fall each year, and the injuries resulting from a fall can result in disability, nursing 
home admission and the end of independent living. Further, approximately 20 percent of people in this age 
group do not drive, which means they make fewer trips to the doctor, to the grocery store and to socialize. 
Thus, living alone can result in isolation and greater risk of harm (Bedney et al., 2010). 


215 


In some communities, groups of friends and neighbors have been meeting to discuss the challenges they 
face in caring for aging parents and for themselves. Many have found creative ways to address their needs. In 
Whidbey Island, Minnesota, some friends created the Circle of Caring, a mutual support group that meets 
twice a month. These friends have also helped other neighborhoods create their own support networks. In 
Minneapolis a group called Golden Girls Homes meets each month to help older women arrange house 
sharing. In Davis, California, residents developed the Glacier Circle Senior Community, an elder co-housing 
community (Blanchard, 2014). The goal of all these groups is to find new ways to age better together. 

On a larger scale there is an age-friendly community movement, which began in response to the explosive 
growth of the older population. In 2006 the World Health Organization started the Global Age-Friendly 
cities project. The goal of this movement is to optimize opportunities to enhance the quality of life as people 
age. Specific objectives include promoting health, active participation in life, and security through adequate 
housing, transportation, and social services. The movement also focused on giving older people opportunities 
to volunteer and sought to create safe and accessible outdoor spaces. The overarching goal is to allow people 
to remain in their own homes for as long as possible instead of pushing frail elders into nursing homes 
(Golant, 2014). The Global Age-Friendly cities project initially involved 33 cities in 22 different countries 
and has since spread to many other communities. 

While there are many studies of people who age in place in small towns and middle-sized communities, 
there are substantial numbers of elderly people who live in large cities. Nearly 1 million people aged 65 and 
older live in New York City, 900,000 in London, 1,336,289 in Tokyo, and 848,723 in Paris (Rodwin et al., 
2006). How do they manage in an environment that offers wonderful cultural opportunities but also 
intimidating obstacles? “Aging Around the World” describes how elderly Parisians are able to age in place in a 
bustling, cosmopolitan city. 


Home Ownership 


The majority of older people want to stay in their own homes and communities, where they have friendships 
and support networks. Older people are much more likely than younger people to own their own homes, with 
home ownership rising over the life course, as Figure 9-2 shows. In 2015 less than 35 percent of people under 
age 35 owned their one homes compared with 78 percent of people 65 and older. Although a recession from 


2008 to 2011 caused many people to lose their homes, home ownership rates remained stable for those 65 and 


Figure 9-2 Home Ownership Rates by Age, 1982-2015. 
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Source: U.S. Census Bureau, Current Population Survey/Housing Vacancy Survey, Series H-111. National Bureau of Economic 
Research, Inc., Cambridge, MA 02138 <www.nber.org>. 


The high rates of home ownership among older people obscure significant differences among certain 
subgroups. Although 79 percent of older whites are home owners, older African Americans and Hispanics 
have much lower rates of home ownership (Roberts, 2004). Some of the disparity is due to racial 
discrimination in housing, which has prevented members of minority groups from purchasing homes (see 
Chapter 16). Members of minority groups are also more likely than whites to have low incomes, and home 
ownership is linked to income. As we will see in Chapter 15, the home is the largest asset of most older 
people and an important source of economic security. 
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GROWING OLD INTHE CITY OF LIGHT 


hen most people think of Paris, they think of world-famous museums, haute couture fashion, and 


gourmet restaurants. Few realize that Paris has more people aged 85 or older than New York, Toyko, or 
London. Many live alone. Take a stroll down any Paris streets and you will see elderly people taking their 
morning walks, relaxing on park benches, sipping coffee in outdoor cafes, or purchasing loaves of fresh- 
baked bread. 

What makes it possible for older people to live alone in Paris and avoid institutional care? One answer is 
Paris’s Center for Social Action, which provides counseling and information about the many services 
offered to older Parisians. These services range from intergenerational and continuing-education programs 
to discount tickets for cultural activities and travel to temporary housing and adult day care. Paris even has a 
help line for victims of elder abuse. All French elderly people are also eligible for home helpers to assist 
them with shopping and housekeeping, home nursing services and home-delivered meals, hairdressing, and 
pedicures. The availability of such extensive services and government programs makes it possible for many 
frail elderly people, even those without family living nearby, to remain in their homes and age in place 
(Rodwin, 2006). 


What Do You Think? 


1. Would you like to live in a large city or a small town when you grow old? What are some of the 
advantages and disadvantages of each choice? 


2. What are some of the obstacles elderly people who live in cities face? How can society help people who 
live in cities remain independent? 


Housing Quality 


The ability of the frail elderly to remain in their own homes depends in part on the quality of their housing. 
The vast majority of homes occupied by the elderly have complete kitchens and baths, and most have a 
washing machine, a telephone, and air conditioning. Still, a home can be a financial burden. Since homes 
owned by the elderly are typically old, they often need costly repairs. Some are located in aging neighborhoods 
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that are no longer safe or convenient. Many also have architectural barriers, such as steep stairs or deep 
bathtubs. Almost three quarters of older people who reside in the community live in a home that has stairs at 
the entrance. Walking up a few stairs is a task most people take for granted. Yet even a few stairs can make it 
difficult for people with disabilities, especially those who use a walker, from being able to go outside on their 
own (Clarke, 2014). Thus, the environment is a critical factor in an aging individual’s ability to remain 
independent. 
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Home ownership rises over the life course. 
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Housing problems of the aged Not surprisingly, poor-quality housing is concentrated among the poorest elderly 
— those who live in rural areas, belong to a minority group, or live alone (Pynoos and Redfoot, 1995). Poor- 
quality housing is a problem especially for people who occupy rental properties. Among older renters, nearly 6 
percent of whites, 16.6 percent of Hispanics, and 21.2 percent of African Americans live in inadequate 
housing (Golant and LaGreca, 1994). In some inner-city neighborhoods, the movement of young working- 
class families to the suburbs has left dense pockets of poverty populated mainly by the elderly (Wilson, 1996). 
An aged African American woman who lived on the south side of Chicago for more than 40 years described 
to William Julius Wilson how her neighborhood had changed in that time: 


Pue been here since March 23, 1953. When I moved in, the neighborhood was intact. It was intact with homes, 
beautiful homes, mini mansions, with stores, laundro-mats, with cleaners.... We had drugstores. We had hotels. We 
had doctors over on Thirty-Ninth Street. We had doctors’ offices in the neighborhood. We had the middle class and 
upper middle class. It has gone from affluent to where it is today. And I would like to see it come back, that we can 
have some of the things we had. Since I came in young, and I'm a senior citizen now, I would like to see some of the 
things come back so I can enjoy them like we did when we first came in. (Wilson, 1996:3) 


A deteriorating living environment can have a negative effect on the physical and mental health of 
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elderly residents, for several reasons (Krause, 1996). Many studies have shown that sanitation in 
dilapidated buildings is often inadequate, and contributes to the spread of diseases. Poor upkeep of stairs, 
halls, and elevators can also increase the risk of falls. Thus elderly people who live in run-down buildings tend 
to become physically and socially isolated (Krause, 1998). 


218 


En 


Older people who live in deteriorating neighborhoods tend to be more physically and socially isolated and to be at 


greater risk of having poor health. 
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At the very bottom of the rental market are single room occupancy hotels, commonly known as SROs. 
Also described as “flophouses” (Eckert, 1980), these apartment dwellings or old hotels are usually located in 
dilapidated and deteriorating inner-city areas. A typical SRO unit is a single, sparsely furnished room with 
limited cooking space; bathrooms are communal. “Diversity in the Aging Experience” describes life in an 


SRO in Chicago. 


The homeless aged Early studies of the homeless population in the U.S. focused on male alcoholics living in 
cheap hotels like SROs. Today, a growing number of homeless people live in shelters or on the streets. 

Because homeless men and women look and act like people who are 10 or 15 years older, studies of the 
homeless usually count anyone who is 50 or older as “elderly.” The proportion of the homeless in the U.S. 
who are “elderly” now is approximately 18 percent (Substance Abuse and Mental Health Services 
Administration, 2011). 

Homelessness is caused by a combination of factors. Personal factors include mental or physical illness, 
various substance addictions, being unemployed, and family conflicts. Societal barriers include a shortage of 
affordable housing, discrimination in housing and employment, and being unable to qualify for disability 
benefits. Although people of all ages are counted among the homeless, the elderly are especially at risk because 
they are more likely to experience unexpected changes in their health, employment, and family situation. The 
aged may become homeless because of a loss of income from forced retirement, from discrimination by 
employers, meager retirement savings, illness, or widowhood. People with a history of addictions, previous 
episodes of homelessness, and incarceration are especially prone to being homeless (Waldbrook, 2013). In the 
“In Their Own Words” feature, older women who were previously homeless recall the difficulties of living on 
the streets. 


ALTERNATIVE LIVING ARRANGEMENTS 
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There are an increasing number of housing options for older people who may not be able to remain in their 
own houses because they need some help with activities of daily living or who are perfectly capable of living on 
their own but want the security of knowing that help is available if they need it. This section describes some of 
these alternative living arrangements. 

Some older people move out of their homes when they retire. No longer constrained by their jobs, they 
want to live in a place with good weather and recreational facilities (Litwak and Longino, 1987). Others 
decide to move when they find daily life difficult to manage on their own. 

Supportive housing is the general term for a variety of group housing options that offer elders assistance 
with daily living. Such facilities are designed to help residents stay in one place and delay or avoid the need for 
institutional care. Board and care homes, assisted living, and continuing care retirement communities are all 
supportive housing arrangements. 

Figure 9-3 shows the percentage of people in different residential settings. Most people aged 65 to 74 live 
in their own homes or apartments in the community. Only 1 percent reside in some type of assisted living 
arrangement or nursing home. People 85 and older are more likely to need help with some aspects of daily 
living. Seven percent reside in assisted living, and 19 percent are in nursing homes. 


Percentage of People Aged 65 and Over Residing in Selected Residential 


Settings, by Age Group, 2002. 


g Traditional c Community housing E Long-term 
community with services care facility 


Percent 


65 and over 65-74 75-84 85 and over 


Source: Centers for Medicare and Medicaid Services (2004). 


Assisted Living 
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The most significant trend in housing for the elderly is the growth of assisted living facilities (ALFs). Much 
of the growth has occurred to meet the demand for an intermediate level of care—higher than the care 
typically provided at home but less than the care provided in a nursing home. Substantial 
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overlap in the characteristics of some ALF residents and nursing home residents suggests that ALFs could 
effectively meet the care needs of at least some frail elders residing in nursing homes (Pruchno and Rose, 


2000). 


© Bob Cross/Getty Images 


LIFE IN A SINGLE Room Occupancy HOTEL 


na deteriorating Chicago neighborhood, the buildings are run-down, the sidewalks poorly maintained, 


and the gutters filled with broken beer and liquor bottles. The single-family homes in this part of the city 
have been converted into rooming houses, or SROs. There are 19 of them in the neighborhood, renting 
rooms by the week or the month. Their tenants are drifters, drug addicts, and the aged poor, who for 
various reasons have few family contacts or resources. The mean age of the elderly who reside here is 70. 
Most are extremely poor, with no savings and little education. 

The rooms they inhabit are small, sparsely furnished, dark, dirty, and bug-infested—an unsuitable 
environment for aged people who may need help with daily activities. Although all have heaters, few have 
fans, which makes the rooms, many of whose windows are stuck shut with old paint, unbearably hot in the 
summer. Because most of the rooms have no stoves, the elderly residents cook on hot plates. Torn carpeting 
in the hallways poses a hazard to tenants with canes and wheelchairs. The elevators often do not work, 
forcing many residents to remain in their rooms. 

Although the lobbies are cold, run-down, and dark, many aged residents can be found seated there on 
dilapidated couches, watching the activity around the front desk. Even in this bleak and inhospitable 
environment, friendships and social support systems develop. Some tenants sit outside on nice days, where 
friends and neighbors stop to talk. But most of the social ties formed in these communities are fleeting and 
ephemeral, and the dangers elderly residents face are numerous. 


What Do You Think? 


1. Do you know anyone who lives in an SRO? If so, describe the conditions in the building. 


2. Should society allow the aged—or anyone—to live in substandard conditions like the ones described 
here? What steps might government officials take to improve the living conditions in SROs? 


Source: Rollinson (1990). 


A key component of the ALF philosophy is the idea of aging in place. Assisted living residents and their 
families choose ALF in the hope they will not have to make another move (Gorshe, 2000). To help their 
residents achieve this goal, most ALFs provide meals, personal care, limited medical assistance, housekeeping, 
utilities, social activities, transportation, and security. Many ALFs separate personal care from the basic 
package of services, 
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charging residents who need personal care an additional sum. ALFs have a variety of options to retain 
residents who need services not provided by the facility. They can hire skilled nurses to provide care (a 
common option following surgery) or bring in outside home care services (Gorshe, 2000). Ideally, a facility 
adjusts its services and level of care to meet residents’ changing needs, avoiding the discharge of a resident 
needing additional care to a nursing home (Chapin and Dobbs-Kepper, 2001). 


In Their Own Words 


© McGraw-Hill Education/Andrew Resek 


Formerly Homeless Women Recount Their Experiences Living on the Streets 


A group of formerly homeless, older women living in Toronto, Canada, were surveyed regarding their 


health, marital status, housing experiences, health behaviors like alcohol and drug use, income, and 
education. None of the women were currently homeless but were living in supportive housing. Yet many 
recount heart-wrenching experiences with homelessness that had a permanent effect on their health and 
well-being, and most still struggle with poverty and a fear of becoming homeless in the future. 

“I know for a fact that I’ve got chronic bronchitis from sleeping on the street in the winter. I’ve always 
got a stuffed up nose.... I think that comes from having hypothermia and frostbite from sleeping outside in 
the wintertime.... My back is injured the most. I don’t have the physical stamina that I used to have.” 

“It’s harder on women being homeless. I can’t say because I’m not a man, but I really do believe it’s 
harder on women because women have to do some nasty things to get a roof over their head.... And it’s 
harder to stay on the streets, right? Like it’s not nearly as safe.” 

“I have addiction problems so I was just panhandling money for the drug, and that was my lifestyle 
when I was homeless.... (I use) on and off, but I’m trying to quit for good. You're not allowed to do drugs 
in (supportive housing); when I use, I go away to a friend’s house. That’s why I am able to stay clean here. 


Source: Waldbrook (2013:347, 350). 


However, a number of studies have found that an assisted living facility is not a permanent home but 
rather is another step along the continuum of long-term care. One national study found that residents stay in 
ALFs for an average of only 30.8 months. Researchers in Kansas investigated ALF admission, retention, and 
discharge policies. Chapin and Dobbs-Kepper (2001) found that the primary reason for discharge from 
Kansas ALFs was that residents’ health care needs became too great. Residents were also likely to be 
discharged if they exhibited behavior problems or had a tendency to wander. Another study found that among 
ALF residents suffering from dementia, 48 percent were discharged within 25 months and 77 percent of 
discharge locations were nursing homes. Researchers found that most ALF transfers of residents with 
dementia were caused by depression, falling, or wandering (Kopetz et al., 2000). Thus, these studies suggest, 
an assisted living facility typically provides an intermediate level of care that follows home care and precedes 
nursing home admission. 

There are currently between 30,000 and 65,000 ALFs in the U.S. The majority of residents are female 
(74%) and white (97%). A move from the community to an assisted living residence 
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represents a major life transition, often triggered by health problems or the loss of a spouse (Hawes et al., 
1999). Because of the difficulty of the transition, assisted living residents may have lower life satisfaction than 


community dwellers. Although Phillips et al. (2002) found that more than one-third of assisted living 
residents were dissatisfied with some aspects of their facility, often, however, a move to assisted living 
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improves an individual’s quality of life relative to his or her previous living situation (Fonda et al., 2002). Yet 
even residents who are satisfied with their ALF and feel that their quality of life has improved might not feel 
that their new residence is their home—a sentiment that makes a residence a meaningful place (Cutchin et al., 
2003). 

What determines whether residents are satisfied with their assisted living facility and feel that they are at 
home? One factor is autonomy. Assisted living is supposed to encourage autonomy by allowing residents to 
make personal choices and decisions, but this goal is not always achieved. Frank (2002) found that the 
residents in her study lacked a sense of autonomy because they had little control over the 
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timing of meals, seating arrangements, choice of recreational activities, and placement of furniture. Some 
studies have also found higher resident satisfaction in smaller facilities, presumably because they provide a 
homier and less bureaucratic environment and foster closer personal relationships (Chou et al., 2003). Positive 
relationships with staff are another factor that affects well-being because the daily experiences of most 
residents are bounded within the assisted living setting (Cummings, 2002). Chou, Bouldy, and Lee (2002) 
found that satisfaction with staff care had a favorable effect on all other aspects of resident satisfaction. 
Resident well-being may also be influenced by the nature of the transition from the community. Heisler et al. 
(2004) found that voluntary moves to a continuing care retirement community were not associated with 
negative health outcomes or a decline in well-being. The people who had the most difficulty in adjusting were 
those who felt they were forced to move. The most important factors determining whether residents feel 
satisfied with their lives are their relationships with other residents and staff. Residents who feel that other 
residents and staff members are their friends, who feel like a member of a family, and who feel the staff is 
affectionate and caring are most likely to score high on measures of life satisfaction (Street et al., 2007). 
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Home care can help an elderly person remain in the 


community. 


© Photodisc/PunchStock RF 


Given that staff attitudes and behavior have such a critical effect on resident morale, it is important to 
understand the factors that contribute to job satisfaction among direct-care workers in ALFs. What makes 
direct-care workers like their jobs? Of critical importance is being satisfied with how they are treated by their 
supervisors, and liking their work and co-workers. They are also happier if they have a chance for training and 
education and the opportunity to advance. Interestingly, pay is less important than any of these other factors 
(Chou and Robert, 2008). 

Most older people would prefer to live in their own homes or in an assisted living facility than in a nursing 
home. “An Issue for Public Policy: The ‘Money Follows the Person’ Demonstration” describes an 
experimental program to move nursing home residents back into the community. 


Continuing Care Retirement Communities 


Nearly 1 million older people reside in a planned retirement community (Shippee, 2009). Many of these are 
continuing care retirement communities (CCRCs), which grew out of the life care concept developed by 
religious groups for the care of aging lay people and clergy. Today a typical CCRC provides a continuum of 
housing arrangements and services, from independent living to assisted living and skilled nursing care. Most 
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CCRCs ask residents to pay an up-front fee and a continuing monthly fee, which includes rent, utilities, one 
meal a day, access to a health clinic, and transportation. A typical apartment in a CCRC consists of a single 
room with 
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a bathroom and efficiency kitchen, though some of the newer, more expensive developments offer one- and 
two-bedroom apartments. Many communities also include on-site recreational facilities and social activities 


(Netting and Wilson, 1994). 
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THE “MONEY FOLLOWS THE PERSON” DEMONSTRATION 


n 2006 Congress enacted legislation giving the states federal grant money to move Medicaid beneficiaries 


who reside in nursing homes back to their own homes or into the community. Any individual who has lived 
in a nursing home for at least 90 days is eligible to participate. Among those participating in the program 
are senior citizens, persons with intellectual, developmental and/or physical disabilities, mental illness, and 
those diagnosed with multiple chronic and disabling conditions. 

The major challenges states have faced in implementing the Money Follows the Person program 
include finding safe, affordable, and accessible housing and gaining approval of states’ operational protocols. 
Other challenges included the poor economic climate during this period, a weak network of home and 
community-based services and a lack of well-trained workers who could provide the services to the people 
transitioning out of nursing home. 

As of 2011 a total of 43 states were participating in the Money Follows the Person demonstration 
project. More than 17,000 nursing home residents had moved back into the community and another 5,700 
were in process. Although the Money Follows the Person program still has a long way to go, it has saved 
states money and helped thousands of people who do not really need nursing home care to live 
independently in their own homes and communities. 


What Do You Think? 


1. Do you know anyone living in a nursing home that could live in their own home if they had a little 
help? 

2. What services do you think might be needed for someone who has moved out of a nursing home and 
into the community? 


A new type of CCRC, called an independent living community, offers many of the same amenities 
provided in other long-term-care communities, together with activities geared toward a younger, healthier 
clientele. In addition to staples such as bingo, bridge, and shuffleboard, these communities offer spas, exercise 
rooms, tai chi classes, yoga, book clubs, educational seminars, and trips to the theater or symphony 
(McKinnon, 2000). 

A move to a retirement community is a big step that starts with an often difficult decision and 
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involves adjustment to new and usually more modest living quarters. 


The decision to move Some people are attracted to CCRCs because they know their needs will be met if they 
require intensive medical care. As their health declines, they can move from an independent unit to a unit that 
offers more services without leaving the community. Others choose CCRCs because they have come to feel 
isolated in their own homes. Many older people who live in single-family homes find managing and 
maintaining their homes to be quite difficult. The major precipitating events preceding a move into a CCRC 
include the feeling of being overwhelmed by housework and gardening, decreased ability to get around the 
neighborhood, or a catastrophe such as the death of one’s spouse. Lack of transportation to the store or 
doctor’s office is also a major problem for many older people (Young, 1998). Most often older people make 
the decision to move after discussing the issue with family and friends, though sometimes they are forced to 
do so by their families. 


Adjustment to the move A move can be a stressful event at any time in the life course. It involves not only the 
loss of a home but also the loss of friends, community, and familiar surroundings. For elderly people who 
move from a house to a CCRC, a move usually means reduced living space, which forces them to give up 
many of the possessions they have accumulated throughout their lives. Sorting through these possessions is a 
physically taxing, emotionally exhausting, and time-consuming task. An 82-year-old woman who was 
preparing to move explains how hard it was to give up her life’s possessions: 


I finally arrived at the point ... not to look too long at anything, to just let it go.... I had our wedding gift dishes in 
the basement, never been opened since we had lived in that house. Beautiful stuff... And I had saved all my grocery 
sacks and papers.... And of course all the jars. I used to can my own food. I had so many things in boxes. From umpteen 
years. (Young, 1998:157) 


Some people adjust poorly to the move. Johnson and Barer conducted a study of the oldest-old—people 
aged 85 or older—many of whom lived in some type of congregate housing. One retired Navy man explained 
his dissatisfaction with his new residence: “Before I came here, I was busy all the time. Now here I have 
nothing really to live for, because there is nothing to do” (Johnson and Barer, 1997:50). But most older people 
adjust quickly, make new friends, and find renewed satisfaction in life. 


Moving to a new level of care The transition to a CCRC is a turning point in life for older people but what 
may be just as crucial is the transition between levels of care. Older adults often move to CCRCs to protect 
their autonomy so that their children are not making decisions for them and to have services readily available 
if the need arises. Yet they frequently have to move from independent living to a higher level of care such as 
assisted living. Decisions about these transitions are often made by administrators, who feel a resident needs 
more supervision. In such a situation, a resident may feel they have lost the ability to make their own choices. 
Transitions also mean less contact with friends, leading to feelings of loneliness and isolation. The most 
difficult move is the transition to nursing home care, especially when relocation is forced. Several factors lead 
to unhappiness. Often the move to the nursing home level of care is due to a decline. In mental and physical 
health, which decrease an individual’s ability to interact with others. Residents who are moved into a nursing 
home also may prefer not to socialize with others whose functional and mental health is worse than their own. 
Further, nursing home residents who believe death is near may be reluctant to invest time and energy in 
relationships with other residents (Shippee, 2009). For these reasons, then, relocation from one level of care to 
another can be a highly stressful event. 


Friendship networks in CCRCs A variety of structured and unstructured activities provide opportunities for 
residents of CCRCs to form friendship networks. Meal time is the best opportunity to meet other residents. 
In Johnson and Barer’s 
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study, people formed close friendships with those they met at meals: “A group of us have formed a breakfast 
club, one man and three women. It’s so much fun. We sit together at breakfast every morning. We live for 
that hour. It’s wonderful. It makes the day begin very happy even though we go our own way afterwards” 
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(Johnson and Barer, 1997:50). Similarly, in Perkinson and Rockemann’s study of Riverdale Village in 
southeastern Pennsylvania, the evening meal was an important social event at which some residents took 
advantage of the opportunity to make new friends: 


We always eat with different people. We do what we call “Riverdale Roulette” in the dining room. And you go in and 
you either start a table or finish a table. And that way you get to meet a lot of people. (Perkinson and Rockemann, 
1996:166) 


Others sat with the same people every night: 


My husband and I eat with four other women. We've kind of settled into eating, a routine kind of eating at a six-top 
table in the Chesapeake Room every night, which I guess limits friendship because you're not sitting with other couples 
all the time. (Perkinson and Rockemann, 1996:166) 


Friendships are frequently determined by marital status. Single women tend to become friends with other 
single women, and married couples with other married couples. At Riverdale Village, there was a distinct 
social division between the two groups. As one woman explained: 


You find that here, a lot of couples stick together and a lot of single ladies stick together. I guess that’s normal.... Iam 
friendly with some ladies that are still with a spouse, but the rest of them tend to keep together, which is fine. They 
have more in common. (Perkinson and Rockemann, 1996:167) 


CCRCs provide many benefits for older people because they offer several levels of care and provide many 
needed services. The main problem with CCRCs is that fewer than half of older people can afford to pay the 
fees. For the majority of older people, the entry fees and monthly maintenance costs are far too expensive. In a 
relatively inexpensive CCRC, the entry fee can range from $35,000 to $50,000 and the monthly maintenance 
fee is an additional expense. Thus, economic resources have a major effect on the quality of life in old age. 


Housing discrimination against sexual minorities Many studies have found evidence of discrimination against 
gay, lesbian, bisexual and transsexual (GLBT) individuals in housing. Some retirement communities have 
refused to admit GLBT couples, and there are few legal protections against discrimination on the basis of 
sexual orientation for admission into publicly funded housing. Further, many GLBT individuals have 
expressed interest in moving into lesbian-only or gay men-only retirement communities. The main concern of 
those who express this preference is to be able to fit into a setting where other residents are not judgmental. 
Several of these communities have been created in the past few years (Blevins and Werth, 2006). 

As the proportion of people 85 or older continues to grow, the most important health care issue will be the 
providing of long-term care. In Chapter 12, we discuss the various ways that the long-term-care needs of the 
frail elderly who have multiple chronic ailments are met. 
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Chapter Resources 


LOOKING BACK 


1. How do an extended family’s living arrangements change in response to the changing needs of different 
generations? As children grow up, they often move away from parents to establish their own family. Parents, too, 
may move away from children to a retirement home. As parents grow ill or disabled, they move closer to their 
children once again. 

2. With whom do most older people live? Most older people prefer independent living, and most live in their own 
homes. High rates of home ownership among the elderly obscure differences by race and ethnic origin. African 
American and Hispanic elderly are less likely to own their own homes than whites. Gender also influences living 
arrangements. The majority of older men live with a spouse, but older women are more likely to live alone. 
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Although in the U.S. adult children do not typically live with their parents, most maintain regular and 
frequent contact with them. These relationships are important for the parents’ physical and mental health. Parents 
who have close relationships with their children are less likely to be depressed or lonely. However, in many other 
countries children are expected to care for their aging parents, and cultural patterns dictate intergenerational 
households. 

3. What kind of housing do older people have, and what housing problems do they face? A/though most older 
people live in sound and affordable housing, some reside in old homes that need repair or that have environmental 
barriers that make them unsafe. A deteriorating living environment can have a negative effect on physical and 
mental health. 

4. What are the benefits and drawbacks of shared housing, board and care homes, and assisted living 
facilities? The concept of supportive housing refers to a range of alternative living arrangements that combine 
housing with long-term-care services. Supportive housing arrangements vary considerably in quality and 
affordability. Shared housing is an arrangement that pairs older people in various settings with others who need 
housing. Board and care homes provide a supportive living environment for people who cannot live on their own. 
Board and care residents are often poor and sometimes have developmental disabilities or psychological problems. 
Assisted living facilities provide many of the same services as board and care homes, but they cater to a more 
affluent clientele. They provide small apartments that include private baths, recreational facilities, and 
individualized care. 

5. What is a continuing care retirement community, and what is life in such a community like for an older 
person? Continuing care retirement communities provide a continuum of housing alternatives ranging from 
independent living to nursing home care. People move into CCRCs to maintain their independence. Research 
shows that most residents of most CCRCs adjust quickly and remain healthier than counterparts who remain in 
the community. 


THINKING ABOUT AGING 


1. Would families be better off if several generations lived together? List the benefits and drawbacks of such 
an arrangement for each generation. 


2. Is it healthy for the aged to live alone? What health problems might be worsened by living alone? 
3. Besides modifications to the home, what other measures might help elders who are aging in place? 
4. Does the government have a moral obligation to prevent homelessness among the aged? 
5. Many older people wait too long to adjust their living arrangements to their deteriorating health. What 
might be done to help them plan ahead? 
211 
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EXPLORING THE INTERNET 


1. The Administration on Aging (www.aoa.gov/) has a website designed for older Americans and their 
families as well as anyone who is interested in the elderly. Go to the organization’s website and first click 
on “Aging Statistics” and then “Profile of Older Americans.” Then click on the link to Living 
Arrangements and answer the following questions: 


228 


a. What percentage of older Americans not living in institutions in 2015 lived with a spouse? 
b. What percentage of older Americans not living in institutions in 2015 lived alone? 


Now go back to the AoA home page and click on the link to “Programs and Activities.” Now click on 
“Programs for Older Adults” and then “Supportive Services and Senior Centers,” and answer the 


following questions: 


a. What services are provided to help older people remain in their own homes? 
b. What is the purpose of senior centers? 
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Work and Retirement 


Chapter Outline 


Trends in Labor Force Participation 
The Decline of Career Employment 
Labor Force Participation of Men 
Labor Force Participation of Women 
Racial and Ethnic Differences in Labor Force Participation 
International Trends in Labor Force Participation 
The Transition from Work to Retirement 
Bridge Jobs 
Aging Around the World: Preretirement Work Disengagement in the Netherlands 
Phased Retirement 
Contingent Work 
Unemployment among Older Workers 
Factors Affecting Labor Force Withdrawal 
Economic Incentives 
Retiree Health Benefits 
Age Discrimination 
Retirement as an Individual Decision 
An Issue for Public Policy: Age Discrimination in Employment 
Future Trends in Retirement 
In Their Own Words: Returning to Work after Retirement 
Being Retired 
Satisfaction with Retirement 
Daily Activities and Health 
Volunteering 


Religious Participation 
214 


230 


M.. women are working well into their 60s. 


Looking Ahead 


1. How has the percentage of Americans who work changed over time, and how do workers’ gender, age, and racial or ethnic 


group affect their employment rate? 
What are the employment prospects for older workers, and how are they affected by age discrimination? 
How do individuals decide when to retire? 


What personal factors are associated with an individual’s relative satisfaction in retirement? 


MB SS 


How does volunteering influence the well-being of retirees? 


n 2012, 56-year-old John Fugazzie was working for the A&P supermarket, making $125,000 a year. 


He was also active in Neighbors-helping-Neighbors USA, a networking organization with 28 chapters 
that helped unemployed people to find jobs. Right before his birthday in October, Mr. Fugazzie lost his 
job and his health insurance along with it. He applied for more than 400 positions, but nearly a year later 
he was still unemployed and living with his family in his 88-year-old mother’s home (Winerip, 2013). 
Unfortunately, Mr. Fugazzie’s experience is similar to that of many other older workers. Although older 
workers are less likely than younger workers to be unemployed, if they lost their jobs they are out of work 
longer and usually take a substantial cut in salary when they find a new job. 

This chapter explores the work patterns of people in later life and examines the various pathways to 
retirement. 

We first look at trends in labor force participation among older workers and examine the nature of 
employment in later life. Then we discuss the transition to retirement. Finally, we learn about the 
experience of being retired and what factors contribute to a person’s satisfaction with retirement. 


TRENDSIN LABOR FORCE PARTICIPATION 


The Decline of Career Employment 
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In 2008, Lehman Brothers, one of the largest investment banks in the world, went bankrupt and all the 
company’s employees lost their jobs. Among them was Bill, a former account manager, who had been with 
Lehman Brothers for 32 years. Bill had expected to stay with the firm until he retired. 
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Now he was out of a job at age 57 with no prospects in sight. 

Although the rash of bank failures in 2008 was a colossal shock to the nation and the economy, the loss of 
jobs in banking is symptomatic of a more general decline in career employment. People can no longer expect 
to work for the same employer from middle age to retirement. A direct way to show the decline in career 
employment is to see how many workers nearing the end of their careers are with the same employer they had 
at age 50. In 1983 70 percent of 58- to 62-year-old men were still working for the same employer; by 2006 
that number had shrunk to 46 percent (Munnell and Sass, 2008:2). Put another way, in 2006 46 percent of 
employed men aged 58 to 62 were working for a different employer from the one they had when they were 50. 
Often these new jobs pay less and are less likely to offer pension benefits or health insurance coverage. 

The decline of career employment comes at a time when we are trying to encourage people to work longer. 
In the rest of this chapter, we examine trends in labor force participation and consider the employment 
prospects for older workers. 

When we say people are “in the labor force,” we mean they are either working or looking for work. Some 
people remain in the labor force until they are quite advanced in years, while others leave the labor force at a 
relatively young age. Overall, the most recent trends show a significant increase in older workers. From 1993 
to 2010, labor force participation rates for men aged 60 to 74 increased from 33 percent to 44 percent 
(Burtless, 2013). Among women during the same time period, participation rates at age 62 to 74 increased 
from 16.9 percent in 1993 to 28.1 percent (Johnson and Kaminski, 2010). Increased education has been an 
important factor in the rising levels of work among older people. Better educated workers are paid more and 
have more job opportunities (Burtless, 2013). In the sections that follow, we discuss the factors that have 
influenced work and retirement trends. 


Labor Force Participation of Men 


Nearly all men who are in their 30s and early 40s are in the labor force. We expect men to work, and most do. 
A few men drop out of the labor force when they are in their late 40s or early 50s, primarily because of health 
problems, but most men continue to work into their early 50s. These trends have been relatively stable for at 
least a half century. 

There is greater variation in the labor force participation of older men. As Table 10-1 shows, there is a 
gradual decline in work as men age. The most important trend, however, is the increase in labor force 
participation among older men since 1990. Among men younger than 60 little change has occurred, but there 
is a clear trend toward working longer among men in their 60s and 70s. In 1990 55 percent of men 60 to 64 
were in the labor force compared with 62 percent by 2014. The change is even more dramatic among men in 
their late 60s. In 1990 just 26 percent of men aged 65 to 69 were in the labor force compared with 36 percent 
by 2014. There is a similar pattern of increased work among men in their 70s. Later in this chapter we discuss 
the factors that have contributed to the increase in work among older men. They include an increase in the 


age of eligibility for Social Security benefits, 
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new forms of pension income and improvements in health. 


Table 10-1 Labor Force Participation Rates by Age and Gender, 1990, 2000, and 2014 


1990 2000 2014 
Men 
45 to 54 90.7 88.6 85.6 
55 to 59 79.9 77.1 76.8 
60 to 64 55.5 55.0 61.9 
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65 to 69 26.0 30.3 36.1 


70 to 74 15.4 18.0 22.8 
75 to 79 9.5 10.7 14.5 
Women 
45 to 54 71.2 76.8 73.8 
55 to 59 55.3 61.4 66.4 
60 to 64 35.5 40.2 50.2 
65 to 69 17.0 19.5 27.5 
70 to 74 8.2 10.0 15.6 
75 to 79 3.9 5.3 12.0 


Source: U.S. Bureau of Labor Statistics (2015). 


Labor Force Participation of Women 


Women’s work histories are quite different from men’s, a fact that is reflected in their retirement patterns as 
well. In 1990 just 55 percent of women 55 to 59 were in the labor force compared with 66 percent by 2014. 
We see a similar pattern of greater work among women in their 60 and 70. Just 35 percent of women aged 60 
to 64 were in the labor force in 1990 compared with over 50 percent by 2014. Most interesting is that between 
1990 and 2014, work among women 70 to 74 nearly doubled. 

Several factors are responsible for the rising labor force participation of women. One factor has been a 
dramatic increase in the labor force participation of married women. Single women have always had high rates 
of labor force participation, but in 1960 only 36.2 percent of married women aged 35 to 44 were in the labor 
force. By 2009, however, 81 percent of married women in this age group were employed (U.S. Bureau Labor 
Statistics, 2012). Even more spectacular has been the increase in labor force participation among women with 
young children. Between 1970 and 2009, the proportion of married women with young children who took 
jobs outside the home more than doubled. In 2009 62 percent of women with children under age 6 were in 
the labor force (U.S. Bureau of Labor Statistics, 2012). 

Women have more intermittent patterns of labor force participation than do men, and at all ages are more 
likely to be working part-time. Some women start working when they complete their education and continue 
working until retirement, but many others take time out to care for young children, either working part-time 
or leaving employment entirely. Younger women, however, are taking less time out of the labor force for 
caregiving and are more likely to be working full-time across the life course (Esping-Andersen, 2009). 

Women who move in and out of the labor force experience disadvantages that may haunt them as they 
grow old. Part-time workers get lower wages than full-time workers. Most part-time jobs also lack pension 
benefits or health insurance. Although 
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the future will be brighter for today’s younger women, who are more likely to be employed in professional, 
managerial, and technical jobs, thousands of middle-aged women face old age with few marketable skills. 
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Some older men prefer to keep working and never fully 


retire. 
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Racial and Ethnic Differences in Labor Force Participation 


Over the life course, there are racial and ethnic differences in employment histories, which translate into 
different patterns of work in late life. Table 10-2 shows the labor force participation rates of men and women 
by age, race, and Hispanic origin. At all ages men have higher rates of labor force participation than women, 
and black men have lower rates of labor force participation than white, Asian, and Hispanic men. Why do 
older black men work less? One factor is a greater risk of disability. Black men are more than twice as likely as 
white men to suffer from hypertension, circulatory problems, diabetes, and nervous disorders. Another factor 
is the nature of their jobs. Black men are more likely to be employed in physically strenuous jobs where 
chronic health problems make work difficult or impossible. Finally, black men are more likely to be 
unemployed in later life because of a history of racial discrimination. 


Table 10-2 Racial and Ethnic Differences in Labor Force Participation 
Sex and Age White Black Asian Hispanic 
Male 
55-54 86.5 75.1 88.7 86.7 
55-59 79.7 65.2 87.4 771 
60-64 61.3 46.7 66.8 57.8 
65 and over 22.1 18.1 24.2 24.5 
Female 
55-54 75.3 70.6 75.9 67.7 
55-59 69.4 63.6 65.0 60.5 
60-64 51.7 44.2 49.3 44.5 
65 and over 13.9 13.3 11.7 13.0 


Source: U.S. Census Bureau (2014b). 
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The patterns of work for older women differ from those of men. Hispanic women have lower rates of 
labor force participation than other women at most ages. White women are most likely to be in the labor force 
in their early 60s but among women 65 and older, there are only minimal differences by race or ethnicity. 


International Trends in Labor Force Participation 


Most European countries also experienced a decline in labor force participation among older men in the 
1980s. To a large extent, this trend was a result of specific policies adopted by European countries to reduce 
high unemployment among younger workers by encouraging early retirement (Taylor, 2005). Some countries 
like France lowered the age of eligibility for public pension programs. Other countries like Germany expanded 
their disability programs to allow older workers a way to exit employment. Table 10-3 shows the effect of 
these policies. By 2002, among those aged 55 to 64, only 47.1 percent of German men, 41.3 percent of Italian 
men, and 39.3 percent of French men were employed. Patterns of labor force participation for older women 
vary considerably. In some countries like Italy and Hungary few women have ever worked outside the home, 
while other countries have relatively high levels of female labor force participation in later life, notably Poland 
and the United Kingdom. 


Table 10-3 Employment Rates of Older Workers in Europe, 2002 


Employment Rates 
Country Total Male Female 
Germany 38.4% 47.1% 29.9% 
Spain 39.7 58.6 22.0 
France 34.8 39.3 30.6 
Italy 28.9 41.3 17.3 
Poland 50.9 61.2 41.9 
United Kingdom 53.5 62.6 44.7 
Hungary 26.6 36.7 18.5 
Poland 26.1 34.5 18.9 


Source: Taylor (2005). 


As the costs of public programs grew, European countries became concerned about the early-exit culture 
that had been encouraged in the 1980s. By the 1990s most of these countries began to reverse course and seek 
measures to encourage workers to remain employed. Some increased the age of eligibility for public pensions; 
others made it more difficult for older workers to obtain disability and unemployment benefits. For example, 
France has implemented policies to encourage employees 55 or older to engage in part-time work instead of 
leaving 
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the labor force entirely and has also reduced public pension benefits for early retirees (Guillemard, 2003). 
Still, many obstacles remain. According to one international study of employers’ attitudes, some are unwilling 
to hire older workers, because they believe that they are most expensive and that they lack skills. Many 
employers do not provide training opportunities for older workers, or opportunities for part-time jobs and 
flexible hours. Further, as a respondent from Canada noted, “There are many myths and assumptions about 
the capacities of older workers that need to be challenged. Employers need help in looking at the strengths 
and contributions that older workers bring to the workplace.” Similarly, a respondent from England 
explained: “I don’t think there is enough understanding about the things that do decline with age: vision, 
hearing, energy, memory; and the things that don’t: judgment (which may improve), social skills (which 
improve), commitment, consistency and company loyalty.” (Barusch et al., 2009:593). The challenge for 
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European policymakers now is to provide real opportunities for older workers who are willing and able to 
make a contribution while ensuring that those who are no longer able to work have the opportunity to retire 


(Taylor, 2005). 


THE TRANSITION FROM WORK TO RETIREMENT 


In the past, retirement was viewed as a single event, a permanent departure from a career job. Increasingly, it 
has become apparent that this long-standing definition of retirement as an abrupt departure from a lifetime 
career is inadequate. Rather it is more accurate to consider retirement as a complex, long-term process that 
involves many changes along the way. Often people begin to emotionally withdraw from their jobs. Even 
though they may continue working full-time, they feel mentally disconnected. In one survey, nearly two-thirds 
of state employees interviewed said that older workers appeared less interested in their work and that this 
disengagement was a problem (McEvoy and Blahna, 2001). What makes the difference in how older workers 
approach their jobs? An important factor seems to be opportunities for promotions, growth, and materials 
rewards in the form of salary increases. Workers who feel they are stagnating are most likely to disengage. 
Disengagement from work in later life is not just an issue in the U.S. but occurs around the world. The 
“Aging Around the World” feature describes this phenomenon in the Netherlands. 

Many older people do not leave the labor force entirely when they leave their full-time jobs. Rather they 
gradually disengage from work by taking part-time or bridge jobs. 


Bridge Jobs 


Between one-half and two-thirds of older men and women take what are called bridge jobs before leaving the 
labor force entirely (Mermin et al., 2007). As Table 10-4 shows, the trend toward bridge jobs has steadily 
increased since the early 1990s (Cahill et al., 2006). Recent evidence suggests that most older Americans 
working in full-time career jobs late in life moved to other jobs before completely withdrawing from the labor 
force (Giandrea et al., 2009). 


Table 10-4 Current Employment Status, by Gender, 1996 and 2002* 
1996 2002 
Full-Time Full-Time 
Career Job Bridge Job Don’t Know Career Job Bridge Job Don’t Know 
Men 
Working 42.4% 22.7% 0.7% 14.4% 27.8% 4.7% 
Nonworking 22.2 10.4 1.5 25.3 22.0 5.8 
Total 64.6% 33.1% 2.2% 39.7% 49.8% 10.5% 
Women 
Working 51.4% 18.7% 0.5% 17.4% 24.9% 5.2% 
Nonworking 19.2 8.8 1.3 27.7 20.4 4.4 
Total 70.6% 27.5% 1.8% 45.1% 45.3% 9.6% 


“Individuals with a full-time career job in their work history and work experience since age 49 (horizontal percentages). 


Source: Cahill et al. (2006). 


People who take bridge jobs often work in a different occupation or industry from that of their 
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career jobs. They are also more likely to work part-time or be self-employed. Part-time employment— 
defined as working less than 35 hours a week—is highest among very young workers (under 24) and older 
workers (over 65). An interesting trend is the increase in full-time employment among people over 65. As 
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Figure 10-1 shows, since 1977 there has been a decline in part-time work and an increase in full-time work 
among people 65 and older. 


Figure 10-1 Workers Aged 65 and Over by Work Schedule, 1977-2007. 
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PRERETIREMENT WORK DISENGAGEMENT IN THE NETHERLANDS 


esearchers in the Netherlands conducted a study of disengagement from work in later life. They 


interviewed nearly 700 workers aged 50 and older who were either civil servants or employed by a large 
firm. The workers first completed the survey in 2001 and again six years later. They were asked a series of 
questions about how engaged they were with their jobs. These included questions like “I do not keep up as 
well with the latest developments in my field as I did five years ago,” “I am still as motivated for my work as 
two years ago,” and “I use every possibility to reduce the number of hours I work.” They were also asked 
about their chances for new positions, promotions, and training. 

The researchers found that most workers did disengage from work to some extent. Further, the closer 
the workers got to retirement, the more they disengaged. Overall, older workers were more likely to 
perceive their jobs as burdensome and to think, talk, and read about retirement more often. They were also 
more likely to feel less motivated about work and to decrease their investment in their jobs (Damman et al., 
2013). 


What Do You Think? 
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1. Doyou think phased retirement would help older workers retain an interest in their jobs? 


2. Do you think most older workers work as hard as younger people? 


The U.S. Department of Labor makes a distinction between voluntary part-time work and economic 
part-time work. Voluntary part-timers do not wish to work full-time. Economic part-time workers are unable 
to find full-time jobs. Among male workers aged 65 to 69, approximately 5 percent were working part-time 
for economic reasons, but nearly 40 percent were voluntary part-timers. Among male workers older than 70, 
more than half chose part-time work voluntarily. At all ages, women are more likely than men to work part- 
time and to work part-time voluntarily. Thus, many people who work in bridge jobs have chosen this type of 
employment. 


Phased Retirement 


Older workers may also choose phased retirement. Phased retirement is any arrangement that allows 
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older workers to reduce their responsibilities and ease gradually into full retirement (Townsend, 2001). Some 
companies allow employees to work fewer hours each day, work fewer days a week, or share one job with 
another worker (Clark and Quinn, 2002). Phased retirement gives employers the benefit of keeping an 
experienced worker and gives older people a chance to make a continued contribution at a more relaxed pace. 
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Contingent Work 
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Some older workers engage in contingent work. This refers to an arrangement in which workers are hired on 
a temporary basis to do a specific task. The advantage of contingent work is that it gives an older person 
flexibility to work some months or weeks and use the rest of the year for leisure pursuits; and, in theory, it also 
provides an ideal bridge job as a way to ease into retirement. It also allows employers to employ experienced 
workers without making a permanent commitment. However, most contingent work among older people has 
occurred at the bottom of the labor market—among childcare workers, supermarket checkers, and fast-food 
employees, not in large firms seeking to take advantage of older workers’ skills. Further, contingent jobs often 
come with no health or retirement benefits (Home et al., 2016). 


Unemployment among Older Workers 


Older people are much less likely than younger people to be unemployed. In 2010 when the economy was in 
the midst of a recession, 18 percent of men aged 20 to 24 and 13 percent of women of that age were 
unemployed compared to just 8 percent of men aged 55 to 64 and 6 percent of older women. Unemployment 
rates are low among older workers not because they find new jobs but because they have stopped looking for 
work. When discouraged workers—those who have given up looking for work—are included among the 
unemployed, unemployment rates among older 
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men and women rise dramatically (Schulz and Binstock, 2006). 

The cost of job loss is high in later life. Older workers who lose their jobs take longer than other workers 
to find a new job. Among unemployed workers, it takes workers aged 25 to 54 an average of 30 weeks to find 
a new job compared to 35 weeks for workers 55 and older (U.S. Census Bureau, 2014b). Many unemployed 
workers are forced to drain their savings while searching for work but older workers have fewer years to 
recover. 

Perhaps the greatest cost of job loss in later life is the loss of health insurance. Medicare coverage doesn’t 
begin until age 65, so workers who lose their jobs before that age risk being uninsured. Nearly three-quarters 
of all insured Americans obtain their health insurance through their employers (Quadagno, 2005). 
Unemployed workers who must purchase their own insurance find that their insurance costs skyrocket, 
because employers can take advantage of cheaper group rates. Those who can get health insurance are lucky, 
however, because unemployed people who have a health problem are at risk of being uninsurable in the private 
market. Commercial insurance companies simply don’t want to insure people who are likely to get sick. 

To help unemployed or displaced workers keep their health insurance, Congress passed the Consolidated 
Omnibus Budget Reconciliation Act (COBRA) of 1985. COBRA requires that employers of 20 or more 
workers provide laid-off workers the opportunity to buy the health plan they had received while employed. 
Although COBRA helps workers who are no longer employed by a company to keep their insurance, it does 
not really solve the problem. COBRA policies are often quite expensive, since the employer is no longer 
paying part of the premium, and COBRA does not apply to workers in small firms. Further, COBRA 
coverage continues for only 18 months. Once the 18 months have passed, workers lose their COBRA 
eligibility. To resolve this problem, Congress enacted the Health Insurance Portability and Accountability Act 
of 1996 (HIPAA). HIPAA gives workers who have exhausted their COBRA eligibility the right to convert 
their policies to individual coverage. The problem is that HIPAA does not say that the individual policies 
have to be offered at an affordable price (Quadagno, 2005). Thus, older people who lose their jobs are still at 
risk of losing their health insurance. 


Factors AFFECTING LABOR FORCE WITHDRAWAL 


The transition from work to retirement is influenced partly by an individual’s preferences to trade work for 
leisure but also by forces beyond an individual’s control. In this section we consider the various factors that 
affect the retirement decision. 


Economic Incentives 
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Social Security has had a significant effect on the work behavior of older people. From the 1960s to the 1990s, 
both men and women were most likely to retire at age 62 when they were first allowed to receive benefits even 
though they had to pay a penalty for retiring early. Recently, however, people have begun to work longer and 
wait until they are older to claim benefits. As we saw carlier in this chapter, over the past decade the average 
retirement age has increased by about two years (Munnell and Chen, 2015). Because Social Security benefits 
will continue to increase up to age 70, it is clear that people are responding to this incentive. 

Some evidence suggests that women are less responsive to the work incentives and disincentives in Social 
Security. Women are more likely to decide whether to work or retire on the basis of their families’ needs and 
their husbands’ pension incomes (Flippen and Tienda, 2000). As more women qualify for full benefits based 
on their own work records, their decision-making processes may change, but currently evidence suggests that 
they consider factors other than their own personal preferences. 

Disability Insurance is a part of the Social Security system. People who qualify for benefits receive a 
monthly benefit like Social Security, regardless of their age. Many people who retire before they reach age 62 
do so because they are unable to continue working. Disability Insurance thus provides disabled workers a way 
to retire before they normally would and still have a secure income source. 
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Another reason for the increase in labor force participation among older workers is a shift from defined 
benefit to defined contribution pension plans (see Chapter 14). A defined benefit (DB) plan is a traditional 
pension. It pays a specified amount when a worker reaches a given age. Under DB plans, there is no advantage 
in continuing to work beyond retirement age because a workers pension does not increase with additional 
years. In fact, DB plans typically impose stiff financial penalties on workers who do not retire “on time” 
(Johnson, 2012). 

Since the 1970s, a different kind of pension plan has become increasingly popular. This newer plan, called 
a defined contribution (DC) plan, is basically a savings plan with some tax advantages. The employer 
contributes a given percentage of a worker’s annual earnings to a pension account, or the worker makes direct 
contributions. As a general rule, the longer workers make contributions to their DC funds, the more money 
they will have to live on in retirement (Johnson, 2012). However, since most people invest a large share of 
these funds in the stock market, there is always the risk of a stock market plunge and loss of savings. We 
discuss this in more detail in Chapter 14. 

Between 1981 and 2010 the number of workers covered by a defined benefit plan only declined from 58 to 
11 percent while the number with a defined contribution plan only rose from 20 to 59 percent. Because 
defined contribution plans reduce the incentive to retire, workers in these plans retire later than workers with 
defined benefit plans (Munnell et al., 2011). One study found that workers with defined benefit pensions 
planned to retire at 63.9 while those with defined contribution plans expected to retire at 65.2 (Munnell et al., 
2003). 

Another change is what is called the delayed retirement credit. People who work longer than the full 
retirement age up to age 70 will receive higher Social Security benefits when they retire. 


Retiree Health Benefits 


The erosion of retiree health benefits has also encouraged people to work longer. In the past many employers 
paid the health insurance premiums for their retired employees (see Chapter 11). Now few employers are 
willing to pay these costs. With no health insurance, older employees are likely to continue working until age 
65, when they become eligible for Medicare (Johnson and Kaminski, 2010). People also return to work after 
retiring to obtain health insurance (Kail, 2012). 

In summary, then, there are several economic incentives encouraging work in old age. Defined benefit 
pension plans that encourage early retirement by failing to reward work at older ages have given way to 
401(k)-type defined contribution plans. Employer-sponsored retiree health plans are also disappearing, raising 
the cost of retiring before Medicare eligibility begins. Finally, recent Social Security reforms that increased the 
full retirement age to 67, eliminated the earnings test, and increased credits for those who delay retirement all 
helped to encourage work (Johnson, 2012). 


Age Discrimination 


240 


Many workers are unable to find a new job ifthey become unemployed or are forced out of their current job 
due to age discrimination. Why are some employers biased against older workers? One reason is that older 
workers generally earn higher salaries, and companies are always looking for ways to reduce costs. Older 
workers are also thought to be less productive than younger workers. The “An Issue for Public Policy” feature 
discusses the problem of age discrimination and the flaws in the policy solution. 


Retirement as an Individual Decision 


If financial issues were the most important factor in the decision to retire, then people with more income 
would retire sooner, but that is not the case. Individuals who are most likely to work in their late 60s and even 
into their 70s have the most wealth and the highest incomes (Sass, 2016). 

What does matter, then, in shaping the individual’s retirement decision? The first generation of research 
on retirement typically contrasted voluntary with involuntary retirement. Voluntary retirees were people who 
said they wanted to retire; involuntary retirees were forced out, because they had lost their jobs or were in poor 
health (Henretta et al., 1992). Although mandatory retirement has been abolished, involuntary retirement has 
not been eliminated (Quinn and Burkhauser, 1990). 
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AGE DISCRIMINATION IN EMPLOYMENT 


Ider men and women can remain in the labor force only if employers are willing to hire them and if they 


allow them to work until they are ready to retire. The Age Discrimination in Employment Act of 1967 
(ADEA) banned discrimination against workers aged 40 to 65 and forbade employers from firing, 
demoting, or reducing the salaries of older workers without good cause (Bessey and Ananda, 1991). Yet age 
discrimination still occurs, as evidenced by the fact that each year over 20,000 claims of age discrimination 
are filed with the greatest number of claims being filed by workers of pre-retirement age (Schrader and 
Nazarov, 2015). The problem for a worker is proving discrimination has occurred. Take insurance agent 
Ron Harper. When he was 48, Allstate eliminated his job along with those of 6,500 other agents—more 
than 90 percent aged 40 and older. Following the layoffs Allstate rehired the agents as independent 
contractors. Ron sued, arguing that Allstate took that action to save on retirement benefits and evade 
employment laws. A judge ruled that Allstate had not committed age discrimination because employees of 
all ages were treated alike. Ron now owns a pizza restaurant in Thomas, Georgia (Carpenter, 2004). 

Most of the actions taken to enforce the ADEA involve workers who feel they were terminated 
unfairly. Yet recent court decisions have made it more difficult for older workers to sue their employers for 
unlawful termination. The courts have raised the burden of proof and limited the use of certain evidence 
that is often correlated with age. Courts now allow employers to dismiss an employee simply for drawing 
too high a salary or accumulating too many pension credits. Furthermore, the cost of suing for age 
discrimination discourages many employees from filing claims in court. 

Further, age discrimination occurs more often when workers are being hired, not when they are leaving 
the labor force. But proving that age discrimination is the reason that someone was denied a job is difficult. 
Most people have little information about other job applicants and their qualifications (Shaw, 1996). If they 
apply for a job and don’t get hired, they assume that they did not interview well or that another applicant 
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had better qualifications. Thus, preventing employers from terminating older workers solves only one part 
of the problem. The greater problem is how to convince employers to treat older job applicants fairly. 
Although the ADEA has made it somewhat more difficult for employers to fire older workers, it has had 
little effect on hiring. For these reasons, the ADEA has not been fully effective in preventing age 
discrimination. 


What Do You Think? 


1. Now that people are being encouraged to work longer, should the age discrimination law be extended to 
include people over age 65? 


2. Have you ever felt discriminated against in the workplace? 
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Among blue-collar workers, the choice may be to retire or to continue working with the threat of a plant 
closing hanging over one’s head. White-collar managers may stay on at lower wages but know that next week 
a merger or buyout could cost them their jobs. Faced with these options and uncertainties, many workers leave 
their jobs when they are eligible for a pension. Many then also leave the labor force. Is their departure 
voluntary? Yes, in that they choose to take their pension and leave the firm. No, in that preferable options like 
staying on the job at the same salary may have disappeared (Hardy and Quadagno, 1995). 

How people feel about their jobs affects how they feel about leaving those jobs. Workers are more likely to 
retire earlier from jobs that require great physical effort or good eyesight. A stressful work environment, 
inflexible work conditions, and hours or work that interferes with an individual’s personal life can make 
retirement more attractive. People who enjoy going to work are much more likely to continue full-time work 
and much less likely to retire than those who experience inhospitable working conditions (Sass, 2016). 
Professionals who receive intrinsic rewards from work often delay retirement. Late retirees continue working 
to pass on their knowledge and values, for personal growth, to maintain a sense of identity, and to continue to 
enjoy meaningful relationships (Sass, 2016). By contrast, people who have worked at routine and 
unchallenging jobs all their lives are often eager to retire. For them, the purpose of work is to earn money to 
do other things. 

Health is another important factor in the decision to retire. Poor health may make work difficult or 
impossible, causing workers to retire sooner than planned. Having a spouse with bad health may also 
encourage earlier retirement (Van Houtven and Coe, 2010). People also plan their retirement based on their 
own estimates of how long they think they will live. People who think they will live for many years are likely 
to retire later than people who think they have fewer years to live (Khan et al., 2014). 

The effect of health on the likelihood of retirement can be seen by comparing the health status of workers 
with that of retirees. As Figure 10-2 shows, among people aged 60 and older, workers are almost twice as 
likely as retirees to report having very good or excellent health, and half as likely as their nonworking 
counterparts to report they have fair or poor health (National Academy on an Aging Society, 2000). 
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Source: National Academy on an Aging Society (2000). 
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There are also racial differences in the timing of retirement due to poor health. As previously noted, on 
average African American men retire sooner than whites, mainly because of poor health. Disability benefits 
provide the income that allows them to leave the labor force (Hayward et al., 1996). 

Throughout this chapter, we have emphasized the ways income affects the timing of retirement. Most 
people need income from a combination of sources, including Social Security and a pension, to be able to 
retire. Without sufficient income, they will continue working. As we saw earlier, people aged 65 to 69 may 
now continue working and still receive full Social Security benefits. Unmarried women retire later than 
married women, because married people have considerably higher total incomes than unmarried people 
(Ruhm, 1996). 

Knowledge and planning are important factors in the ability to retire. A survey of people approaching 
retirement age found that a substantial number who had a pension did not even know at what age they would 
be eligible to receive benefits or how much their monthly pension income would be when they retired (Ekerdt 
and Hackney, 2002). 

Much early research on the timing of retirement treated it as an isolated experience, unconnected to an 
individual’s other life spheres (Szinovacz et al., 1992). The basic assumption behind this research was that 
work was central to men’s lives and that the worlds of work and family constituted separate spheres (Calasanti, 
1996). This separation between work and family was presumed to extend into the retirement years. As the 
labor force participation rates of women have increased, social gerontologists have discovered numerous links 
between the family and the retirement experience. For example, women who have had continuous work 
histories are more likely to delay retirement than women who have been more family-oriented and thus 
employed more intermittently (Pienta et al., 1994). Another discovery is that the timing of retirement is 
becoming a couple experience. Husbands and wives take each other into account when planning to retire, and 
retirement becomes a joint decision. Given that couples negotiate responsibilities for child rearing and the 
division of household tasks in their younger years, it should not be surprising that they also jointly plan when 
to retire. Retirement planning is not simply an individual event but rather a household decision (Ho and 
Raymo, 2009). Mrs. Whitney, a former obstetrical nurse, describes the pressure she felt to retire after her 
husband retired: 


I wanted to retire when I wanted to, but I could see that when my husband retired, he couldn’t be alone, so I retired. I 
wasn't quite ready, but then I felt that we were coming to those years that I should begin to relax and I had been 
working for a long time and it seemed OK to retire. But it was like I wasn’t retiring, that I was still going back. It 
was just taking a vacation. It wasn’t as if this was it and I wasn’t going to work anymore. It took time to realize that 


I wasn’t going back to work. (Weiss, 2005:22) 


Dual-worker couples can retire at the same time, a choice called joint retirement; or they can retire in 
sequence, with either the husband or the wife retiring first while the other continues to work, a pattern called 
sequential retirement (O’Rand et al., 1992). There is also considerable evidence that husbands do not enjoy 
their leisure time as much if their wives are working. According to one study, 62 percent of men said that they 
looked forward to retiring only if their wife could retire as well (Schirle, 2008). It is not surprising, then, that 
the most common pattern is for women to retire when their husbands do. 

Some wives do continue to work after their husbands retire. Compared with women who retire, those who 
continue working tend to live in larger households, have children younger than age 21, and have husbands 
who retired because of health problems. When the husband continues to work after the wife retires, there 
likely is a dependent child still in the home. Some of these men have older wives (Ruhm, 1996). 

Joint retirement seems to be the pattern of choice when a couple can afford to do so. It is also more 
common among couples who shared both work and family roles early in their marriage (Henretta et al., 1993). 
Sequential retirement is common in families 
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of lower socioeconomic status who have inadequate income and thus a need for the continued 
employment of either the husband or the wife (O’Rand et al., 1992). 

The retirement decisions of single women are also affected by family matters. The probability of an 
unmarried woman retiring rises dramatically if she has an elderly parent in the household and even more so if 
there are two elderly parents in the household (Weaver, 1994). Yet caring for an elderly parent often involves 
additional financial expenses, and many single caregivers must keep working, even while providing care, to pay 
these extra costs (Ruhm, 1996). 

The consensus now is that retirement from work is not a single event. Rather, work in later life represents 
a dynamic process that may involve new kinds of jobs and reductions in time worked (Elder and Pavalko, 
1993). The simple organization of the modern life course into three periods—education (or labor force 
preparation), economic activity, and retirement—no longer fits the later-life pattern of many workers. Instead 
of asking questions about what is meant by retirement, it is more relevant to explore how people make the 
transition from work to retirement. Seventy-one-year-old Kaz Fujimoto explains why he returned to work 
after retiring in 2004 in the nearby “In Their Own Words.” 


Future Trends in Retirement 


At what age would you like to retire? If you were thinking of retiring at 55, think again. The trends discussed 
in this section suggest that, in the future, people will be retiring later. Among the factors contributing to later 
retirement are the following: 


improved health among the elderly 
fewer physically demanding jobs 
a decrease in defined benefit plans 


ee 


a decline in retiree health benefits 


incentives in Social Security to work until 70 


¥ 


Joint retirement is when both members of a couple retire 


simultaneously. 


© Comstock Images/PunchStock RF 
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In Their Own Words 


© McGraw-Hill Education/Andrew Resek 


Returning to Work after Retirement 


I began Social Security benefits in 2004 when I turned 65. It was around the time that I sold the photo 


studio that Pd had for 41 years and retired. But you can only do so much fishing and so much golf. So now 
I’m back working full time, at a sporting goods store. 

Tm hoping to pay off some expenses and retire again ... and then do some traveling with my wife. 
Maybe back east, to Detroit, where she’s from. Our business had its ups and down over the years, and we 
never put aside much for retirement. We figured that Social Security would support us. And without it 
now, things would be really tough. 


Source: Fujimoto (2011). 


BEING RETIRED 


Satisfaction with Retirement 


Given the importance of work for most people in middle age, the transition to retirement can involve an 
abrupt adjustment that transforms an individual’s social world, relationships, and daily routines. On the 
positive side, retirees have more freedom and independence than they may have had since they were children. 
But retirees may find that they miss a more structured existence with clear goals, and they may also feel a loss 
of the social status that comes with a job (Kim and Moen, 2001). 

Often, happiness in retirement is associated with good health (Angelini et al., 2012). Adequate income is 
also an important predictor of life satisfaction in retirement. Advanced planning contributes to satisfaction in 
retirement. Voluntary retirees report high satisfaction with retirement, while involuntary retirees experience 
the most negative transitions (Szinovacz and Davey, 2004). 

There are also significant effects of family status on retirement satisfaction. People who are married have 
more positive attitudes in retirement, higher satisfaction with retirement, and better adaptation to retirement 
than unmarried people. Social and emotional support from wives is particularly important for married men 
(Szinovacz and Washo, 1992). Despite the positive effect of marriage on retirement satisfaction, marital 
quality drops for most couples when only one spouse retires while the other remains employed. When 
husband and wife retire at the same time, men in particular are much happier with their marriages. As the 
couple settles into retirement, marital conflict declines and marital satisfaction increases again (Moen et al., 
2001). Clearly, retirement, like any other significant role transition, involves major adjustments. 

An interesting finding of one study conducted in the Netherlands was that women have greater difficulty 
adjusting to retirement than do men. One reason may be that women still have the same household 
obligations after retirement as they did before they retired. Thus, retirement does not mean that they are 
entering a period of leisure. Another reason is that women are more likely than men to admit to being 
depressed or in pain or having other negative feelings (van Solinge and Henkens, 2005). 

Involvement in leisure activities also has a positive effect on quality of life. One international study of 
people aged 60 and older from 19 countries asked the respondents whether they were engaged 
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in any of five activities: volunteer work, educational programs, social, sport or other type of club, religious 
organizations, and political or community work. People who were more involved in leisure activities reported 
higher quality of life than those who were less involved and the importance of leisure activity for quality of life 
increased with age (Nimrod and Shira, 2016). 

Finally, satisfaction with retirement is associated with preretirement planning. One recent survey found 
that 76 percent of middle-aged workers had done some financial planning for retirement, but only a few also 
engaged in lifestyle planning. Yet planning was the strongest predictor of positive attitudes toward retirement. 
Retirement planning may reduce the tensions that accompany an exit from the labor force, and it may help 
people adjust afterward (Kim and Moen, 2001). 

In sum, men and women who have adequate income and good health, reside in a suitable environment, 
and have access to a satisfactory social support system are more likely to be satisfied with retirement than 
those who do not. The relationship between status factors and retirement satisfaction is straightforward: A 
lifestyle that is both more financially secure and more enjoyable is a source of satisfaction. 

Retirement refers not only to a change in status, however, but also to a process, a transition from 
employment to nonemployment. Some research suggests that the degree of satisfaction depends on how that 
process is experienced. Early studies on the retirement process emphasized how involuntary retirement created 
dissatisfaction in old age. Given that voluntary retirement has no absolute meaning, which aspects of the 
preretirement experience are most likely to affect postretirement satisfaction? One factor is being able to 
choose when to retire. Being forced to retire is linked to unhappiness with retirement. As one man who was 
abruptly fired explains, “It was devastating—a great setback for me, a great setback for my wife. I just felt as 
though I had been condemned without a fair trial” (Weiss, 2005:36). 

Thus, the literature on the transition to retirement suggests that experiences regarding whether the choice 
is voluntary or involuntary and the temporal dimension of the preretirement cycle shape postretirement 
satisfaction. 


Daily Activities and Health 


When Stephen Nathan was 62, his wife convinced him to retire from his job as Director of Human Resources 
at a local college. Now he is busier than ever. As a volunteer firefighter, he reports in every Monday evening 
for drills and then sleeps over. Once or twice a week he delivers Meals-on-Wheels to homebound people in 
their 80s and 90s. He also plays golf, works out at the YMCA, visits battlefields, and collects military history 
books (Greenhouse, 2013). Most retirees sustain busy and active lives and play a productive part in their 
families and their own communities. Some engage in leisure activities for self-fulfillment—shopping, playing 
golf or cards, traveling, and socializing. Others care for their grandchildren or other family members or 
participate in organizations. Even though the size of an individual’s social network shrinks with advancing 
age, most older men and women are able to maintain a sense of social connectedness by socializing more with 
neighbors, volunteering, and attending religious services (Cornwell et al., 2008). 

Not surprisingly, the nature of leisure-time pursuits changes over the life course. The young-old are more 
likely to play tennis or go bicycling, while the oldest-old take nature walks, play golf, or sightsee. A study of 
time use by the U.S. Bureau of Labor Statistics found that on an average day, people aged 75 and over spent 
nearly eight hours engaged in leisure activities compared to just 4.4 hours per day for people aged 25 to 34. 
The old also differed from young adults in how they spent their leisure time. People 75 and over averaged 
about one hour of reading a day on the weekend and 20 minutes playing games or using a computer for 
leisure. By contrast, young adults aged 15 to 19 read for an average of only seven minutes a day on the 
weekend day and spent about an hour playing games or using a computer for leisure (U.S. Bureau of Labor 
Statistics, 2013). How do you spend your time on an average day or weekend? The most important constraints 
on participation in leisure-time activities and organizations are a lack of economic resources and poor health. 
The low-income elderly must spend all their money on basic necessities; they lack the discretionary income to 
pursue leisure 
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involvements. A lack of transportation, which is a particular problem for the aged poor, is another barrier 
to involvement in activities. In urban areas good local services help older people remain active and engaged. 
Living environments clearly make a difference, a subject we discuss in more detail in Chapter 9. 
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People who are in poor health tend to engage in more passive activities than those who are in good health; 
those in the poorest health are least active (Cutler and Hendricks, 1990). Many of the oldest-old, people who 
are 85 or older, are limited in their mobility and must organize their activities around their health problems. 
For these people, managing the basic activities of daily living can be time-consuming. An elderly woman 


describes her typical day: 


Im a good half hour in the bathroom before I can start my day. Then I have breakfast and read the paper. By then, 
much of the morning is taken up, and then lunch takes me two hours to prepare and eat. Everything is scheduled. After 
lunch I must take a nap, or I'll fall asleep before dinner. In the evening, I eat dinner, watch the news, and then go to 
bed. There are no evenings for us old folks. We never go out at night. (Johnson and Barer, 1997:135) 


Although elderly people may keep up with the activities they enjoyed when they were younger, they 
usually make some compromises. An 88-year-old former vaudeville performer describes how he continues 
with activities he has always enjoyed, even though he has had to adapt to declining health: 


Yesterday I was up on the roof cleaning out the gutters. That was awful—l had to hail a neighbor to help me get 
down. I have had a slight stroke and have fallen twice, so I can’t do what I used to do. Despite everything though, I 
feel pretty good. Now I swim only three laps. My memory is worse, so I can’t learn new songs like I used to. I got tired 
of all the time it takes me to clean this place, so I threw out all my rugs. (Johnson and Barer, 1997:141) 


An interesting finding is that older people’s activities are similar in diverse settings. A group of German 
researchers wondered how older people spend their time during a typical day. Their Berlin Aging Study 
involved 516 men and women between the ages of 70 and 105. Using a measure called the Yesterday 
Interview, the researchers asked the participants to keep track of the type, duration, and frequency of their 
activities the day before researchers interviewed them. The activities were divided into eight main categories: 
basic personal care (eating, bathing, tooth brushing), instrumental activities of daily living (IADLs— 
housework, bill paying, shopping), paid work, socializing with others, watching television, reading, other 
leisure activities, and resting. Figure 10-3 shows how much of the day participants spent on each activity on a 
daily basis. They spent the most time on IADLs, followed by resting, television watching, and personal care. 
Participants over age 90 spent considerably more time on basic personal care and resting than did people in 
their 70s and 80s. 


(SIE How German Elders Spend Their Day. 


Activity Duration (in minutes) 


Not known:(ts) Personal care (150) 


Paid work (8) 
Social (67) 


IADL (180) 


Television (163) “ Other leisure (116) 
Reading (93) 
Source: Horgas and Baltes (1998). 


Overall, most elderly people find ways to cope with hassles that might seem daunting to much younger 
individuals, conducting their daily business with a sense of accomplishment and good spirits. In the future, as 
disabilities decline even among the oldest-old, the aged may be able to remain active through most of their 
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retirement years. 


Volunteering 


Since the 1970s Americans have worked on fewer and fewer community projects. In 1975 more than two of 
every five adults surveyed said they had worked on some community project over the past year. By 1999 fewer 
than one in three made that claim. However, one-on-one volunteering has increased since 1975. People 
volunteer in schools, in Big Brother and Big Sister programs, and as foster grandparents. A recent study also 
finds that the baby boom generation are volunteering more often than the generation that preceded them. 
This suggests that there will be more volunteers in the future as the boomers grow old (Einolf, 2009). 

Who are these new volunteers who provide personal service to others? Virtually the entire increase in 
volunteering is concentrated among people aged 60 and over. In the last quarter of the 
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twentieth century, volunteer work among older people nearly doubled, from an average of 6 times a year to 
12 times a year. Among people over age 75, volunteering increased 140 percent (Putnam, 2000). 

What accounts for this rise in volunteer work among older people? Several factors are responsible. Older 
people today are in better health, more highly educated, and more financially secure than any previous 
generation. They enjoy longer and more active postretirement lives than their predecessors. Time diaries show 
a significant increase in free time among people over 60 in the last two or three decades. Not surprisingly, 
people who have personal and financial resources are more likely to volunteer their time than people who are 
in poor health and must struggle to make ends meet. But sociologists have also identified a cohort effect. Men 
and women who were born before World War II have been engaged in civic affairs their entire lives—more so 
than either their predecessors or their successors. Now in retirement, they continue a lifelong pattern of good 
citizenship. 

While volunteering benefits others, it also benefits the volunteers themselves (van Willigen, 2000). It 
appears to have many health benefits including reduced risk of hypertension, delayed disability, and lower 
mortality (Carr et al., 2015; Kail and Carr, 2016). Volunteering protects older people against the loss of role 
identity and enhances feelings of well-being (Greenfield and Marks, 2004). 

Evidence on the connection between volunteering and well-being provides support for the activity theory 
of aging—that older people who remain productive and maintain their social networks have higher levels of 
life satisfaction than do those who disengage from their activities (Morrow-Howell et al., 2003). Mrs. Hauge, 
86 years old, lives independently and visits the nearby YWCA and the Norwegian Club, a short bus ride away. 
She also has a large friendship network and many interests: 


I practically live at the Y. I go there three times a week, play bridge, do the exercises, and see many friends. On 
Tuesdays, after the Y, I go out with my friend. She is like me—always wants to be on the go. On Wednesday I have 
another friend who still drives. She picks me up and we go out shopping and for lunch. On Thursday, it is Golden Age 
Day at the Norwegian Club. The Noriega 17 bus goes by my house and then straight there. On Friday afternoon there 


is bingo at the center. There is 

232 
aman there who is interested in me and wants to take me out, but I am too busy for that. On weekends, my younger 
son comes and I cook dinner. Then every few weeks I stay home and clean the house. I love people, I love to play bridge 


and bingo, and I love to sit with my friends for lunch. I go out so much. I do a lot of dancing at the Norwegian Club. I 
love to be around people my age, particularly if they are Norwegian. (Johnson and Barer, 1997-116) 


What will happen to civic life when this cohort dies? Thus far, the baby boomers have shown less 
inclination to participate in civic and community affairs, much less than their parents’ generation. In the past, 
the rate of volunteering has increased with age, and people in their 50s and 60s have been most likely to be 
active in clubs and civic groups. The same increase in civic participation has not yet occurred among the baby 
boomers. Indeed, all forms of civic involvement have declined, largely because a highly civic-minded 
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generation is being replaced by one that is less so. Young Americans now in their 20s, however, are the most 
civic-minded generation to come along in decades. They have demonstrated a commitment to volunteerism 
that suggests the U.S. may be entering an era of civic renewal (Putnam, 2000). 


Religious Participation 


As we have seen, the most common form of volunteering among older adults is participation in a religious 
organization. Nearly 65 percent of older volunteers donate time to their church, synagogue, or mosque (van 
Willigen, 2000). 

Religious involvement is related to a variety of demographic and social characteristics. Women tend to be 
more involved than men in religious organizations and to state that prayer is important to them. In general, 
religiosity tends to increase with age, though not on all measures. For example, among respondents to the 
National Survey of Black Americans aged 18 and over, the subjective sense of religiosity was stronger among 
older respondents. But older people were no different from younger people in their organizational activities 
and religious involvement (Chatters et al., 1992). 

People express their faith in numerous ways, from public experiences such as attending services to private 
activities such as praying or watching religious programs on television. Although attendance at services is a 
commonly used measure of religiosity, the nonorganizational features of religion—faith and spirituality—are 
equally important. 


Racial differences in religious activity Most research has documented distinct racial differences in religious 
activity. Older African Americans are more likely than whites to be involved in a variety of religious activities. 
They have higher rates of church attendance, are more likely to define themselves as religious-minded, are 
more likely to receive religious instruction, and are more likely to talk with clergy about their problems (Levin 
et al., 1994). Older African Americans may receive instrumental support as well as emotional support from 
their church affiliations. For example, one childless elderly black widower receives a great deal of help from his 
church deacon: 


He takes me to church, takes me to the clinic, runs errands for me when I need him to. He’s doing things for me all the 
time. Sometimes a little thing go wrong with the car, he'll fix that. (Ball and Whittington, 1995:101 ) 


Participation in a religious community provides members with a framework for deriving meaning from 
their life experience and provides opportunities to interact with those who share similar values, attitudes, and 
beliefs. In the African American tradition, religion also provides important personal and institutional 
resources for overcoming racial and economic discrimination. As Levin, Taylor, and Chatters (1994:137) 
explain, “The resiliency of African American religious traditions is found in their ability to confront these 
pernicious life conditions, to provide alternative methods for their amelioration, and to invest diverse meaning 
in those experiences.” 


Religious involvement and well-being Research on the impact of religion on adaptation to aging shows that it 
can improve health and reduce disability, increase self-esteem, reduce symptoms of 
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depression, and enhance life satisfaction (Levin and Taylor, 1997). One study found that rates of depression 
were lower among older Catholics and Jews who attended religious services regularly (Kennedy et al., 1996). 
For many older people, religion gives meaning to life that helps them transcend suffering, loss, and the sure 
knowledge of death (McFadden, 1996). 

Evidence that religion provides comfort and support is substantial. Numerous studies have demonstrated a 
positive association between religion and various indicators of health, such as hypertension and cancer 
(McFadden, 1996). Studies of older adults’ mental health also suggest that religious beliefs have a positive 
effect on well-being. One study of Mexican Americans aged 65 to 80 found that those who frequently 
attended religious services had higher life satisfaction and lower levels of depression than those who did not 
(Levin et al., 1996). A note of caution is in order in interpreting the results of such studies, however, for 
increased disability and poor health may prevent people from participating in religious activities. 
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Chapter Resources 


LOOKING BACK 


1; 


How has the percentage of Americans who work changed over time, and how do workers’ gender, age, 
and racial or ethnic group affect their employment rate? From 1970 until 1990 there was a steady decline in 
labor force participation among men in the U.S. In the past decade this trend has come to a halt, and there is even 
a slight increase in work among older men. The trends for women are more difficult to discern. Although some 
older women retire early, others enter the labor force in middle age and continue to work well into old age. 

Racial and ethnic differences in employment histories over the life course create different patterns of labor force 
participation in middle and old age. Higher rates of unemployment among minority workers compared with white 
workers push minority workers toward early retirement. Yet older Hispanic men often continue working because 
they are ineligible for Social Security benefits. 

What are the employment prospects for older workers, and how are they affected by age discrimination? 
Some older workers choose to remain in full-time jobs; others prefer to scale down their work efforts. Bridge jobs 
span the period between full-time employment in a career job and permanent retirement. The expansion of 
contingent work provides some opportunities for older workers, but currently most of these jobs are at the bottom of 
the labor market and do not take advantage of older workers’ special skills. 

Although the Age Discrimination in Employment Act of 1967 banned discrimination against workers aged 
40 to 65, it contains many loopholes that allow employers to discriminate against older workers. Employers often 
prefer to hire younger workers who have lower salaries. Some employers also mistakenly assume that older workers 
are less productive than younger workers. Yet research shows that older workers are more reliable and more loyal to 
their employers. 

How do individuals decide when to retire? Within the constraints imposed by the economy, people time their 
retirement on the basis of a desire to trade work for leisure. The timing of the retirement decision is determined by 
factors such as the rules of the job, the meaning of work, health, expected income, and a spouse’s employment plans. 
What personal factors are associated with an individual’s relative satisfaction in retirement? Satisfaction in 
retirement partly depends on lifestyle factors. People with adequate income, good health, and a social support 
system are most likely to be satisfied in retirement. People who retire unwillingly are least likely to be satisfied. 
Women who retire for family reasons such as caring for an aging parent or ailing spouse are the most dissatisfied. 
How does volunteering influence the well-being of retirees? Volunteering enhances life satisfaction and 
improves health. It also protects against the loss of role identity that can result from leaving work. 


THINKING ABOUT AGING 


1. 


5. 


Many older women drop out of the labor force to care for ill or aging relatives. In doing so, they forgo 
Social Security benefits later in life. Should the government give these women credit for the unpaid work 
they do? What might be the practical problems in doing so? 

What can government do to help older workers who have lost their jobs and health insurance but are not 
yet old enough to retire? 

What do you think of the trend toward hiring contingent workers who do not receive the same benefits as 
permanent employees? Does it provide employment opportunities that older workers would not otherwise 
have, or does it undermine their well-being? 

Has anyone in your family been discriminated against because of his or her age? If so, what were the 
circumstances? 


How soon do you yourself hope to retire? Why? 


KEY TERMS 
Age Discrimination in Employment Act of 1967 (ADEA) 225 
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bridge jobs 219 

contingent work 222 

defined benefit (DB) 224 
defined contribution (DC) 224 
economic part-time work 220 
joint retirement 227 

phased retirement 220 
sequential retirement 227 


voluntary part-time work 220 


EXPLORING THE INTERNET 


1. Go to the website of the Center for Retirement Research (http://crr.bc.edu/) and click on the link to 
“Briefs.” Read the brief on “Does Socioeconomic Status Require People to Retire Too Soon?” and answer 
the following questions: 


a. What is the “retirement gap”? 
b. What factors make it harder for people in low-income households to work longer? 


Now click on the link to “Older Workers” and read the brief on. “The Average Retirement Age: An 
Update.” Now answer the following questions: 


a. What is the trend in regard to the average age of retirement? 
b. What factors caused the age of retirement to rise in the 1980s? 
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Part Four 
HEALTH ASPECTS OF LATER LIFE 


© Dynamic Graphics/Jupiterimages RF 


Au individuals experience the biological and psychological changes of aging, but the nature of that 


experience varies enormously from person to person. The three chapters in Part Four explore how society 
meets the health care needs of the aged. 


Chapter 11 considers whether the increase in life expectancy means more years of poor health or more 
good, active years. Part of the answer depends on an individual’s race, gender, and social class, as well as 
lifestyle practices such as smoking, drinking, and exercise. The chapter concludes by considering the key 
health policy issues related to population aging that face the U.S. and other nations. 


Chapter 12 examines the range of services designed to help people with chronic conditions who 
cannot function independently. The chapter first examines family care, then long-term care in a variety of 
living situations using various social services. The long-term-care option of last resort is the nursing home. 
The chapter concludes by discussing the organization of the nursing home industry and describing daily life in 
a nursing home. 


Chapter 13 first describes cross-cultural and historical practices regarding dying and death. It 
considers some timely debates over the right to die. Finally, it analyzes research on widowhood and grief, 
looking at death from the perspective of those who are left behind. 
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Chapter 11 


Health and Health Care 


Chapter Outline 


Adding Years to Life or Life to Years? 
Stages of the Epidemiologic Transition 
The Compression of Morbidity Thesis 
Social Determinants of Health 
Health Lifestyles 
In Their Own Words: Growing Old, Becoming Frail 
Aging Around the World: Patterns of Lung Cancer Death Rates in European Women 
Social Support Systems 
Socioeconomic Status 
Gender 
Race and Ethnicity 


Diversity in the Aging Experience: The Health of Older Lesbian, Gay, Bisexual, and Transgender Individuals 
The Elderly in the Health Care System 


Health Care Providers and the Elderly 
The Organization of Health Care 
An Issue for Public Policy: Benefits for Seniors in the Patient Protection and Affordable Care Act of 2010 
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M.. than 99 percent of people of age 65 and older have 


health insurance, thanks to Medicare. 


© Comstock Images/PictureQuest RF 


Looking Ahead 


1. Why has poor health become associated with old age, and how are recent improvements in health care changing that 
association? 

How do people’s lifestyles and social support systems affect their health in old age? 

What is the best measure of an elderly person’s socioeconomic status, and how is SES connected to a person’s health? 


How do gender, race, and ethnicity affect an older person’s health? 


os a tS 


How have changes in Medicare and the health care industry affected older Americans? 


ighty-seven-year-old Helmut Wirz’s greatest passion is bungee jumping from high altitudes. A 


retired pharmacist, Wirz started bungee jumping at the age of 75 and for several years held the world 
record as the oldest bungee jumper (Sadana et al., 2013). Is Mr. Wirz typical? Well, most people in their 
80s aren’t bungee jumping for a hobby, but many are healthy and continue to live actively. 

Others have led sedentary lifestyles, and the evidence is accumulating that lifelong activity translates 
into better health in old age. What does it mean to be in good health? Although we often think of health 
in relation to disease or illness, the definition of health is much broader. The World Health 
Organization defines health as a state of complete physical, mental, and social well-being, not just the 
absence of disease (Cockerham, 1995). 

To some extent, people have control over how they age. Behaviors such as smoking, drinking, and 
exercise can either enhance prospects for the prevention of disease or promote illness and disability. 
Thus, people who engage in unhealthy lifestyles when they are young—smoking, drinking too much, 
never exercising—may pay a price in the form of heart disease, lung cancer, or emphysema 
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when they are old. Other factors that contribute to poor health later in life are beyond a person’s 
control. An individual’s resources influence access to health care and the quality of health care available. 
Social factors also influence the way societies organize their resources to deal with health hazards and 
deliver medical care. Cultural and political values affect both the organization of the health care system 
and the levels of funding for health care services. 


In the first half of this chapter, we analyze the social causes and consequences of health and illness among 
the aged. We examine what research shows about the relationship between lifestyle factors and health, and we 
discuss the factors that create inequality in the distribution of good health. In the second half, we examine the 
social organization of the health care delivery system in the U.S., the social behavior of health care personnel, 
and the effect of changing health care delivery systems on the treatment of the elderly. Finally, we describe the 
problem of increasing health care costs and discuss the politically charged issues we face in the future 
regarding the distribution of responsibility for health care between the public and private sectors. 


ADDING YEARS TO LIFE OR LIFE TO YEARS? 


Stages of the Epidemiologic Transition 


In Chapter 4, we described the demographic transition as a process in which a change from high birth and 
death rates to low birth and death rates results in population aging. The demographic transition is 
accompanied by an epidemiologic transition, signifying a change in the leading causes of death from 
infectious diseases to chronic diseases. Health behavior refers to activity undertaken by an individual to 
promote good health and prevent health problems. The increased concern with health behavior has arisen out 
of societal changes caused by the epidemiologic transition. 

Three distinct stages of the epidemiologic transition can be identified. The first stage is the age of 
pestilence and famine. It is characterized by high death rates from chronic malnutrition and periods of 
epidemics of infectious disease and famine. Bubonic plague swept across western Europe in the fourteenth 
century, killing an estimated 24 million people. Then from the 1700s to the mid-twentieth century, millions 
died from epidemics of smallpox, measles, malaria, diphtheria, scarlet fever, and cholera. In the U.S., high 
mortality rates from infectious diseases were caused by typhoid fever, typhus, and yellow fever (Omran, 2005). 

The second stage of the epidemiologic transition is characterized by a decline in deaths from epidemics 
and famine. Infectious diseases such as tuberculosis, pneumonia, and influenza become the major cause of 
death. As knowledge of public health grows, measures are taken to prevent the spread of disease. Modern 
medicine contributes to a decrease in death rates of young people. Finally, in the third stage, there is a shift in 
the leading causes of death from infectious disease to chronic disease, that is, conditions for which there is 
usually no cure (Omran, 2005). Chronic illness reduces the quality of life in old age and can eventually lead to 
death. In the U.S., the leading causes of death among people 65 and over are chronic conditions: heart 
disease, cancer, chronic respiratory disease, stroke, Alzheimer’s, and diabetes (U.S. Census Bureau, 2014b). 

The increase in chronic illness means that poor health becomes associated with old age. As Figure 11-1 
shows, among people 65 to 74, 17 percent have coronary heart disease, 54 percent have hypertension, 22 
percent have had some type of cancer, 6 percent have had a stroke, 20 percent have diabetes, and 48 percent 
have arthritis. The risk of a chronic disease rises significantly among people aged 75 and older. Twenty-five 
percent have coronary heart disease, 59 percent have hypertension, 27 percent have had cancer, 12 percent 
have had a stroke, 19 percent diabetes, and 54 percent have arthritis. The decline among people with diabetes 
is due to death. Having a chronic illness does not necessarily mean being disabled (unable to perform activities 
of daily living on one’s own). Older people may lead full and active lives despite having health problems. 


Figure 11-1 Percentage of Older People with Selected Chronic Conditions, 2009. 
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Heart disease Hypertension Cancer Stroke Diabetes Arthritis 


Source: National Center for Health Statistics (2010). 
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The Compression of Morbidity Thesis 


Over a half century ago, the sociologist Philip Hauser (1953) noted, “We have ... succeeded in adding years to 
life; we are only beginning to turn to the task of adding life to years” (p. 162). Hauser’s words were prescient, 
for social scientists seeking to evaluate what the extension of increased life expectancy means have been 
engaged in a lively debate over two scenarios for the future. One is a utopian vision suggested by James Fries 
(2005). Fries’s theory, termed the compression of morbidity thesis, is based on two premises. The first is that 
the human life span, that is, the maximum number of years a human has been known to live, is fixed and 
finite. Second, improvements in health care and prevention will compress the years that an individual will be 
disabled into the last few years of the life span. As a result, demand for health care resources will decline, the 
quality of life for the aged will improve, and increased life expectancy will not bring about increased illness and 
disability in those additional years in the future. 

On the other side of the debate are those who are pessimistic about what the increase in life expectancy 
portends. They assert that people will gain no active healthy years but simply spend more time ill and disabled 
(Crimmins and Beltran-Sanchez, 2011). Consequently, health care costs will rise and resources may be 
strained. 

The debate still rages. Some evidence supports the compression of morbidity thesis. More people today 
are living longer and maintaining better health until advanced old age than was true in the past (Manton et 
al., 2008). Yet there also does appear to be a loss in mobility among the oldest-old (Crimmins and Beltran- 
Sanchez, 2011). Further, the decline in disability that has occurred among some groups is not evenly 
distributed across the population. Almost all of the improvement has occurred among college-educated 
people. There has been almost no change in functional limitations among people with less education (House 
et al., 2005). 

People are likely to view their health in positive terms if their ailments do not limit their daily activities. 
Therein lies the difference between being diagnosed with a chronic disease and being disabled. The former is 
a diagnostic measure; the latter is a measure of functional status (George, 1996). 
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Functional status refers to the degree of difficulty an individual experiences in performing activities of 
daily life (Verbrugge and Jette, 1994). More specifically, “a functional disability is the degree to which a 


chronic health problem, either physical or mental, produces a behavioral change in a person’s capacity to 
perform the necessary tasks for daily living so that the help of another person is required” (Bould et al., 
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1989:52). These tasks typically include personal activities of daily living, such as bathing, eating, dressing, and 
toileting, and instrumental activities of daily living, such as shopping, preparing meals, managing money, and 
getting outside. Many people who have multiple chronic diseases are not disabled. 


SocIaL DETERMINANTS OF HEALTH 


Health Lifestyles 


Although factors such as heredity and biology partially determine whether an individual develops a chronic 
disease, research also shows that social factors play an important role. The likelihood of developing a chronic 
disease that produces disability is partly a function of one’s health lifestyle, defined as a pattern of behavior 
based on choices and options that are available to people according to their life situations (Cockerham, 2011). 
Health lifestyles include behaviors that directly affect health care, such as having checkups and complying 
with prescribed treatment, as well as decisions about smoking, food, exercise, personal hygiene, alcohol use, 
and risky behaviors such as unprotected sex. 

The awareness of increasing frailty can negatively affect well-being as much as a physical illness. In the “In 
Their Own Words” feature, an elderly man describes his own growing sense of frailty following a move into 
an assisted living facility. 


The effect of smoking Smoking reduces life expectancy by about seven to ten years. All three major causes of 
death—heart attack, cancer, and stroke—are linked to smoking (Glynn and Rosner, 2005). Smoking also 
increases the risk of dementia, osteoporosis, diabetes, macular degeneration, and cataracts (U.S. Census 
Bureau, 2014b). Smoking is associated with not only death but also disability. Smoking is the major cause of 
chronic obstructive pulmonary disease (COPD). The two major COPDs are emphysema and chronic 
bronchitis. People with COPD have difficulty breathing and experience a loss of energy. Some find it difficult 
even to get up from a chair. 

While older people are less likely to smoke than are younger people, the health consequences for older 
smokers are more severe. Older people typically have a longer history of smoking, they are usually heavier 
smokers, and they often have other health problems including smoking-related illness. One study followed a 
group of 1,658 white men born between 1919 and 1934 for 26 years. All men were healthy when the study 
began in 1974. They were evaluated again in 2000 in terms of smoking habits and health-related quality of 
life (HRQoL). The men who had never smoked lived 10 years longer on average than heavy smokers. Among 
the survivors in 2000, the never-smokers had the high scores on all measures of HRQoL. The differences 
were greatest between never-smokers and heavy smokers. The authors concluded that never-smokers lived 
longer than heavy smokers, and their extra years of life were of better quality (Strandberg et al., 2008). The 
good news is that the number of older people who smoke has been steadily declining since the 1980s, 
especially among the college-educated. By 2014 fewer than 9 percent of older people were current smokers 
compared to over 17 percent of people aged 18 to 64 (Centers for Disease Control, 2014). Older women were 
much less likely than men to have ever smoked (U.S. Census Bureau, 2014b). Table 11-1 shows the rates of 
smoking among people 65 and 
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older by gender, race, and Hispanic origin. Older Hispanic women are least likely to smoke and older 
black men the most likely. 


Table Percentage of Smokers among People Aged 65 and Older by Gender, Race, and 
RIES Hispanic Origin, 2013 
White Black Hispanic 
Male 9:5 15.4 12.4 
Female 7.8 8.1 3.8 


Source: Centers for Disease Control (2014). 
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In Their Own Words 


© McGraw-Hill Education/Andrew Resek 


Growing Old, Becoming Frail 


N after three more years of age-related decline, I'm frail and I’ve almost had enough ... rather than 


feeling invincible, I feel increasingly weak mentally and physically; I know that frailty is my last life stage. I 
was given a good and long lifetime, but I’ve spent almost all of it; the third marker applies increasingly. I no 
longer drive, shop only via the Internet, walking is measured in feet on even surfaces, and I do not prepare 
meals. Even with 11 hours in bed at night, I still feel tired. I can take care of my personal hygiene but that 
could also end if I don’t die soon enough. My brain functions, but my ability to read, comprehend and write 
has slowed. I use no prescription medications.... My frailty seems primarily to be a product of old age.... 
As the song goes, “Those were the days my friend, we thought they'd never end,” but they did. 


Source: Crum (2014:6). 


There are racial and ethnic variations in rates of smoking. There has been a decline in smoking among all 
groups. Currently white men and women smoke less than do black men, and women and Hispanic women are 
least likely to smoke (National Center for Health Statistics, 2012). 

More and more countries have adopted measures to reduce smoking. “Aging Around the World” discusses 
the positive effect education programs have had in reducing deaths from lung cancer in European women. 


The effect of exercise If you look around the mall on your next shopping trip, you are likely to see young people 
“cruising” and older people “power walking.” Modern shopping malls, with their miles of covered corridors, 
provide an ideal setting for power walkers. Air-conditioned in summer and free of snow and slush in winter, 
they allow older people to take the best preventive medicine of all—exercise. 

After smoking, exercise is the next most important lifestyle influence on health in later life. 
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Most young people are so healthy that variations in the amount of exercise they perform probably have 
little effect on health. With advancing age, people who exercise more are more fit, more able to keep their 
weight under control, and more likely to have fewer backaches and joint problems than those who are 
sedentary. 
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Exercise has a positive effect on health in later life. 


© Comstock Images/PunchStock RF 


© M. Llorden/Getty 
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PATTERNS OF LUNG CANCER DEATH RATES IN EUROPEAN WOMEN 
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n most European countries, deaths from lung cancer in men have been declining since the late 1980s. 


Although lung cancer death rates are considerably lower for women than for men, there has been a steady 
upward trend in most countries over the past two decades. Female lung cancer mortality rates rose by 23.8 
percent between 1980 and 1990 and by 16.1 percent by 2000. 

In the 1990s many European countries started programs to educate young women about the risks of 
smoking. As a result, female lung cancer mortality did show a decrease in England and Wales, Latvia, 
Lithuania, Russia, and Ukraine. Although female lung cancer mortality is still increasing in most European 
countries, the favorable trends in a few countries in recent years suggest that interventions to reduce 
smoking can help prevent lung cancer from reaching the levels observed in the U.S. (Bosetti et al., 2005). 


What Do You Think? 


1. Why do young people smoke? 
2. What can be done to prevent young people from smoking? 


Numerous studies confirm the benefits of an active lifestyle. One study examined how physical activity 
affected a number of mental health measures among adults who ranged in age from 20 to 64. The researchers 
found that physically active adults of all ages were more likely to retain good cognitive functioning and were 
less likely to experience cognitive decline (Bielak et al., 2014). Another study found that, compared to 
sedentary people, people who exercise regularly had better cardiovascular health, better memory, and less 
disability (Middleton et al., 2010). 

What matters more—the amount of exercise that you do or the intensity of exercise? Research shows that 
amount is more important than intensity. One study examined the effects of different exercise training 
regimens on 133 sedentary, overweight, nonsmoking patients, aged 40 to 65 years, who had abnormal levels of 
fat in their blood. All patients underwent cardiopulmonary testing twice, before the study began and after 
seven to nine months of exercise training. The results indicated that the adults who participated in mild 
exercise, such as walking briskly for 12 miles or exercising for 125 to 200 minutes a week at moderate 
intensity, significantly 
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improved their aerobic fitness and reduced their risk of cardiovascular disease (Duscha et al., 2005). 
Another study found that men who are physically fit in middle age have a lower risk of developing and dying 
from prostate, lung, or colorectal cancer decades later. In this study, Lakowski and her colleagues evaluated 
more than 17,000 men who had a cardiovascular fitness assessment as part of a preventive health checkup 
when they were around age 50. The men walked on a treadmill and were then classified into five groups from 
least to most fit. The men who were most fit on the treadmill test had a 68 percent lower risk of lung cancer 
and a 38 percent lower risk of colorectal cancer 25 years later. Although their prostate cancer risk did not 
decline with increasing fitness, the risk of death from cancer did (Lakowski et al., 2013). 

Activity level is also a predictor of mortality among the very old. One study measured everyday physical 
activity of community-dwelling older people between the ages of 80 and 98. The researchers measured activity 
level by attaching an actigraph, worn much like a wristwatch, to the participant’s wrist for a 24-hour period. 
Participants were also interviewed about their activities during the day. In a follow-up analysis two years later, 
people who were moderately or extremely active were much less likely to have died than those who were 
sedentary during the initial study (Chipperfield, 2008). 


The effect of alcohol consumption Alcohol consumption can have both positive and negative effects on health 
and longevity. Heavy drinkers, defined as people who consume 14 or more drinks per week, are more likely to 
suffer from cirrhosis of the liver, certain cancers, and hypertension, among other diseases. Drinking in excess 
is also associated with higher levels of depression, anxiety, and less social support (U.S. Census Bureau, 
2014b). However, people who drink an occasional glass of wine with dinner actually have a lower risk of 
mortality than nondrinkers, mainly because moderate alcohol consumption appears to protect against heart 
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disease (Anstey et al., 2009). In one study, moderate alcohol consumption also decreased the risk of a stroke 
among older men but the effect was modest (Rist et al., 2010). Among older women, moderate alcohol 
consumption reduces the risk of obesity and improves survival overall (U.S. Census Bureau, 2014b). 


The effect of diet Being overweight is another factor that increases the risk of disability. People who are obese 
are at risk of heart disease, diabetes, and joint problems, especially as they get older. Compared with people of 
average weight, obese elderly people have less physical strength in terms of being able to sit for two hours or 
longer; stoop, kneel, or crouch; get up from a chair after sitting for a long period; or push a heavy object. They 
also have less upper-body mobility in terms of being able to carry an object, such as a filled grocery bag, that 
weighs 10 pounds or more, pick up a dime from a table, or raise their arms above their head. They are less 
able to perform activities of daily living, like being able to dress, bathe, and feed themselves (Jenkins, 2004). 
There is still room for improvement among the aged. Currently, 71 percent of people 65 to 74 years of age 
and 87 percent of people aged 75 and older never engage in vigorous physical activity (National Center for 
Health Statistics, 2010). 

What is disturbing is that the prevalence of obesity among older men and women has increased 
significantly over the past 40 years. As Figure 11-2 shows, in 1960 about 24 percent of women and 10 percent 
of men 65 to 74 were considered obese. By 2009 the percentage of obese older people had increased to over 30 
percent (National Center for Health Statistics, 2010). 


(SI Percentage of People Aged 65 and Over Who Are Obese, by Sex and Age 
11-2 Group, 1960-2009 (selected years). 


Women 65-74 


Women 75 
and over 


Men 65-74 


and over 


1960-1962 1971-1974 1976-1980 1988-1994 1999-2009 
Source: National Center for Health Statistics (2010). 

Although healthy lifestyles play a large role in determining the onset, course, and outcome of illness, the 
emphasis on the individual excuses the larger society from accountability. The benefits of the compression of 
morbidity are not evenly distributed, for there are significant differences in health and disability by gender, 
social class, and race and ethnicity (Willson et al., 2007). 

Social Support Systems 


As we saw in Chapter 8, a strong social support system can improve morale, reduce depression, and 
245 


262 


enhance recovery from surgery. Social support has a positive effect on the cardiovascular, endocrine, and 
immune systems (Uchino et al., 1996). Among older adults, emotional support is associated with better 
physical functioning and reduced risk of mortality. These results have been found consistently in other 
countries as well as in the U.S. 

In Malaysia, for example, most people live in nuclear family households, but household composition is 
fluid as family members move in and out as their needs change. Approximately three-quarters of elderly 
people live with younger family members, and more than half rely on their children and grandchildren for 
material support. Even when adult children do not live with their parents, they often live nearby. 
Traditionally, the family has provided a strong social support system for the aged. 

What effect does this traditional family support system have on the health of the elderly in Malaysia? Can 
it buffer older people from the unhealthy effects of low socioeconomic status? To answer these questions, 
researchers turned to the Malaysian Family Life Survey, whose Senior Sample provides a representative group 
from the older Malaysian population. They found that having daily contact with their children did protect 
older Malaysians against illness. Children helped their parents by giving them goods and money and 
providing them with companionship and a sense of respect. These tangible and intangible supports enhanced 


the health of their aging parents (Wu and Rudkin, 2000). 


Socioeconomic Status 


What explains why one person may be remarkably fit in old age while another of the same age is disabled? 
The healthy lifestyles described are certainly factors. 

Research over the past 40 years has consistently demonstrated a link between social class and health. Over 
the life course, there are major differences in health according to socioeconomic status (SES), and 
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the gap between the upper and lower classes widens as people reach their 50s. People in the upper 
socioeconomic strata maintain relatively good health and low levels of disability until quite late in life. People 
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Smoking contributes to 400,000 deaths each year in the 
U.S. Boxer Laila Ali fights “Craving Man” as part of 


an antismoking campaign. 


© Robert Mora/Getty Images 


Measuring SES ‘The main indicators of SES are occupation, income, and education. One of the difficulties of 
measuring the relationship among SES, health, and aging is that these indicators don’t work very well in 
sorting out the aged. 

Occupation is the key status indicator. One problem with the use of occupation as an indicator of SES is 
that people without paid employment are typically the most disadvantaged; thus, any sample that includes 
only workers leaves out those most likely to be at the low end of the continuum. Another problem is that 
occupation excludes the nonemployed—those who are retired, engage in nonpaid domestic labor, or are 
unemployed. As people age, the chances that they will be in the labor force decline. Income is also inadequate 
as a lifelong measure of SES because income usually decreases with age. For these reasons, education is often 
preferred as a proxy for SES, especially in research about the elderly. Compared with income or occupation, 
educational attainment is relatively fixed. Although more adults are returning to school, most individuals 
complete their education in youth or young adulthood. As Ross and Wu (1996) explained, “Education is the 
key to one’s position in the stratification system” (p. 105). 


Theory of cumulative disadvantage versus convergence theory There are two theories about the relationship 
between education, health, and aging. The first, called the 
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theory of cumulative disadvantage (discussed in Chapter 3), is that people who begin life with greater 
resources continue to have opportunities to accumulate more of them while those who begin with few 
resources fall further behind (Ferraro et al., 2009). According to this perspective, the gap in health status 
should increase with age. A second theory, convergence theory, asserts that old age is a great leveler, reducing 
inequality that was evident at earlier stages of the life course. This theory would predict that the gap in health 
between rich and poor narrows with age. 
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Friendships can help people maintain a positive attitude toward aging. 


© Valerie Martin 


Research supports the theory of cumulative disadvantage. The health gap between the least and most 
educated continues to increase with age. Although health declines with age among all people, those with high 
levels of education are typically able to postpone the decline in health until advanced old age. According to 
Ross and Wu (1996), “people with a college degree feel healthy and function well into their 60s, 70s, and 80s, 
whereas those with less than a college degree do not” (p. 117). Only in advanced old age does the gap begin to 
close, probably because many people in poor health have died or moved to nursing homes (Willson et al., 
2007). 

How does education affect health? Most social scientists agree that health outcomes are a consequence of 
psychosocial and environmental factors combined. For example, as a group, people with more education 
engage in behaviors that reduce their risk of illness. They exercise more, drink less, and smoke less than people 
with fewer years of schooling (Ferraro and Shippee, 2009). 

But why do better-educated people exercise more than those who are less educated? One reason is that 
they have more resources that enable them to do so. People with college degrees are more likely to work for 
companies that have gyms or that provide time out for exercise. Moreover, because they typically have higher 
earnings than those who did not attend college, they can afford vacations during which they can ski, play 
tennis, swim, or climb. They also live in neighborhoods where it is safe to walk or jog and where there are 
tennis courts and bike paths (Ross, 1993). 

Education also affects health because better-educated people may be exposed to fewer hazards 
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and stressors at work. They are less likely to engage in hard physical labor that brings a greater risk of 
injury or exposure to harmful chemicals. Further, a health problem such as arthritis is more likely to interfere 
with work in a physically demanding job than in a sedentary job. An individual in such a job may be forced to 
retire early and thus have lower income. In summary, high-SES groups have numerous advantages over those 
in the lower strata (Willson et al., 2007). 

Nonetheless, among the very old—people over 80—the disability gap diminishes. In part this may be 
because the less healthy die at younger ages or enter nursing homes and are thus not included in surveys. 
Government programs such as Medicare and Medicaid, which give the aged access to health care, may also 
reduce the inequalities experienced earlier in life and cushion their impact. Social support systems and SES 
have an effect on health in later life among people everywhere. 

The Japanese have the highest life expectancy at birth of any nation and significantly lower rates of death 
from cancer and heart disease than Americans. Overall, the Japanese live three to six years longer than 
Americans. Why do the Japanese live so long? 

One reason may be that they are protected by their families. In Japan there is a strong belief that children 
are responsible for their aging parents. More than half of elderly Japanese live with their children, and a large 
proportion receive financial assistance from children. Thus, they are likely to experience the advantages that 
come from a strong social support system. Another factor that might reduce illness and mortality among the 
Japanese is a relatively low level of income inequality. Japan has a large middle class whose members are quite 
similar in their attitudes and lifestyles (Liang et al., 2002). Thus, socioeconomic status likely has less effect on 
health than it does in the U.S. Finally, the Japanese have a healthier diet, which may reduce the risk of heart 
disease and some forms of cancer. 


Gender 


Although women live longer than men, they have a greater risk of disability and, in their later years, a 
diminished quality of life. This paradox is a result of gender differences in patterns of disease. Men have more 
life-threatening chronic diseases at younger ages, such as coronary heart disease, cancer, stroke, emphysema, 
cirrhosis of the liver, and kidney disease. By contrast, women have higher rates of debilitating diseases, such as 
rheumatoid arthritis, anemia, and lupus. More women than men ultimately die of coronary heart disease, but 
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at later ages. Women are also at greater risk of depression, while men cope with their feelings through 
drinking, drug use, and other private actions. These gender differences help explain men’s higher risk of 
cirrhosis of the liver (Rieker and Bird, 2005). 

One theory attributes gender differences in health primarily to biological factors. Although men and 
women may have different predispositions to illness, social factors also are relevant. One social explanation for 
gender differences in rates of illness is differences in help-seeking behavior. Women engage in more help- 
seeking behavior than men; as a result, they have more contact with the health care system at all levels, from 
having physical exams to being admitted to hospitals. In addition, women generally know more about their 
health than do men and take better care of themselves. More frequent contact with health providers means 
women are more likely to report ailments (Read and Gorman, 2010). The higher levels of disability among 
women are also due to the fact that they live longer than men and thus experience more years at the ages when 
people are most vulnerable to illness. 

Lesbian, gay, bisexual, and transgender (LGBT) individuals face special challenges in receiving adequate 
medical care as they age. They are at greater risk of disability, physical and mental distress, and discrimination, 
and they often lack access to supportive health services. The “Diversity in the Aging Experience” feature 
discusses some of these problems. 


Race and Ethnicity 


Race and ethnicity are also consistently linked to health status. Research generally shows that African 
Americans, Hispanics, and Native Americans have poorer health than whites on a variety of 
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measures and that with age they are more likely to develop a serious illness and to rate their health as “poor” 
(Angel et al., 2003). They also score worse on a variety of measures of physical performance including lung 
function, grip strength, and walking speed (Haas et al., 2012). 


© Bob Cross/Getty Images 


THE HEALTH OF OLDER LESBIAN, GAY, BISEXUAL, AND ‘TRANSGENDER 
INDIVIDUALS 


ccording to recent surveys, approximately 2 percent of people 50 and older self-identify as lesbian, gay, 


bisexual, or transgender. That is about 2 million people and the number is expected to double by 2030. 
Older LGBT individuals are a diverse population, but in general they experience more health problems 
than heterosexuals. Forty-seven percent report having a disability, and many have other health problems 
including high blood pressure, high cholesterol, and arthritis. LGBT adults express higher levels of mental 
distress and are more likely to smoke and drink to excess. Lesbians and bisexual older women report a 
higher risk of cardiovascular disease and obesity than heterosexual women, and older gay and bisexual men 
have poorer physical health than heterosexual men. One-fifth of older bisexual men and one out of seven 
gay older men have HIV. 

These health disparities reflect the life course trajectory of older LGBT individuals. Over their lives 82 
percent have been victimized at least once because of their sexual orientation and 64 percent have been 
victimized three or more times. Many have also experienced discrimination in employment and housing. 
Discrimination is associated with poor health outcomes, especially depression; nearly 40 percent have 
thought about suicide some time in their lives. 
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Transgender adults are one of the least studied population groups, and there is a critical need for more 
research on these individuals. What we do know is that they have poorer physical health, greater risk of 
depression, and higher levels of perceived stress than other older people. 

Services and programs for older people are available in many communities, but they are oriented toward 
the general population and do not take into account the special circumstances of LGBT individuals. Some 
of the factors that make aging more difficult for the LGBT population include fear of discrimination, a lack 
of children to help them, and lack of access to some benefits such as pensions and health insurance. 
Although gay marriage is now legal, discrimination against LGBT individuals remains a serious problem in 
many communities (Fredriksen-Goldsen et al., 2011). 


What Do You Think? 


1. Do you think the legalization of gay marriage will help improve the health of LGBT individuals? 
2. How can the health of all older minorities be improved? 


For example, in one study of people 65 and older, only 36 percent of African Americans said 
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they were in good health, compared with 50 percent of whites. There were racial differences in the type of 
health problems. African Americans were more likely to have diabetes, high blood pressure, and stroke, while 
whites were more likely to have heart disease and cancer (Kahn and Fazio, 2005). 

Some researchers argue that the black-white disparity in health is due to race per se—that is, that it is 
caused by genetic and physiological racial differences. But most research suggests that a large share of the 
black-white health gap can be explained by social factors (Schoenbaum and Waldman, 1997). For a 
discussion of why rates of hypertension are higher among African Americans, see “Diversity in the Aging 
Experience.” 

In the past, the minority elderly received poorer health care than did the white elderly. This disparity still 
exists in some instances. For example, over 60 percent of white people 65 and older received a flu shot in 2002 
compared with just 40 percent of African American and Hispanic elderly (National Center for Health 
Statistics, 2004). In other cases, racial disparities in treatment have declined. There is currently no difference 
by race or ethnicity in the percentage of older women who have had a mammogram in the past two years 
(National Center for Health Statistics, 2004). 

Hispanics also have poorer health in old age than whites. This is due in part to differences in access to 
health care. Hispanics of all ages are the least likely of any racial or ethnic group to have health insurance, and 
older Hispanics are least likely to be eligible for Medicare, a subject discussed in detail in Chapter 15. Older 
Hispanics also often have low incomes, low levels of education, and work in more dangerous and difficult jobs. 
As a result, they are at greater risk for diabetes and obesity and more likely than non-Hispanics to have poor 
self-rated health and disabilities that limit their ability to perform activities of daily living. Interestingly, 
however, older Hispanics also have lower mortality than non-Hispanics, which may be the result of protective 
factors such as family support, smoking patterns, or selected migration, that is, the return of unhealthy 
migrants to their country of origin (Villa et al., 2012). 

More than 5 million people in the U.S. are Native Americans, and although all Native Americans are 
entitled to health care through the Indian Health Service (IHS), they have worse health on a number of 
indicators than any other group. Over 38 percent of Native Americans 65 and older rate their health as poor 
compared to 24 percent of older whites. Native Americans have a greater risk of being physically disabled and 
lower life expectancy than other groups and are less likely to receive screening for cancer. Despite being 
covered by the IHS, only 40 percent of Native Americans have access to a health care facility (Braun and 
LaCounte, 2014-15). On the whole, the Asian elderly are healthier than people of other ethnic minorities. 
Their better health is partly a function of higher socioeconomic status, for Asians have the highest level of 
income and education of all minority groups. In turn, SES influences health behavior. Asians have a lower risk 
of death from alcohol and smoking-related illnesses. Even among the poor, the Asian elderly engage in more 
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desirable health practices than do white, black, or Hispanic elderly. As Asian Americans have become 
acculturated to American habits, however, they have shown an increase in certain diseases, such as 
cardiovascular disease, diabetes, and some cancers (Yee and Weaver, 1994). 

The differences in health between whites, Asians, Hispanics, and African Americans can largely be 
explained by the theory of cumulative disadvantage. Poor health behaviors often are a response to a stressful 
environment and lack of resources. People with low income have a tendency to purchase filling, inexpensive 
food, which often is high in fat, and consume alcohol or smoke to reduce stress. Living in a high-crime area is 
also associated with high blood pressure. Thus, racial discrimination in education, employment, and housing 
has life course consequences reflected in poor health and ultimately in lower life expectancy (Ferraro et al., 
2009). 

Finally, public efforts to educate people about the dangers of poor health behaviors often do not reach the 
minority elderly population because they are promoted through the mass media. The minority elderly are 
more likely to respond to messages about health that are communicated through community institutions, such 


as churches or social and fraternal clubs, but such messages are rarely conveyed through these channels (Yee 
and Weaver, 1994). 
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THE ELDERLYIN THE HEALTH CARE SYSTEM 


The U.S. health care system consists of a conglomerate of health practitioners, agencies, and institutions. The 
treatment that older people receive is partly influenced by their interactions with physicians and other health 
care providers. The attitudes of doctors toward elderly patients determine how they perform exams and what 
treatments they recommend. The attitudes of the aged in turn affect whether they will go to a doctor when 
they have symptoms of illness and whether they will comply with treatment. Access to health care also 
influences the quality of care received. An individual who lacks health insurance, for example, may postpone 
visiting a doctor until a disease like cancer has progressed to a fatal stage. 


Health Care Providers and the Elderly 


Several studies have found that many physicians hold biased or stereotypical views of the aged and express 
little desire to work with older people. Why would physicians be opposed to treating the elderly? To 
understand the source of these attitudes, a team of researchers conducted in-depth interviews with 20 
practicing physicians. Most of the doctors said that they enjoyed their interactions with older patients, but 
they also expressed a number of concerns about providing care for them. Several mentioned that elderly 
patients were more difficult to care for than younger people because they had more complex health problems 
and were at risk of rapid decline. Medical education is oriented toward curing disease, so physicians find it 
frustrating to treat older patients with chronic conditions that are incurable. Physicians also found it more 
difficult to communicate with older patients because of cognitive impairments or hearing problems. Finally, 
physicians complained about burdensome Medicare regulations that consumed too much of their time. 
Medical treatment begins with a dialogue between the doctor and the patient. Communication is 
important so patients can understand the treatment options available to them. One study examined the quality 
of doctor-patient communication in older women diagnosed with breast cancer. The researchers interviewed 
613 pairs of surgeons and their older (267 years) patients. Patients who reported that their surgeons explained 
their options were more likely to get breast-conserving surgery with radiation than other types of treatment. 
When physicians initiated communication, patients were more likely to feel that they had a treatment choice 
and to be more satisfied with breast cancer care in the months after surgery (Liang et al., 2002b). The 
effectiveness of the communication depends on their ability to understand each other. Compared with 
younger people who are likely to ask questions about a diagnosis or seek explanations for why the physician is 
ordering certain tests, older people are more likely to be passive in their communications with doctors and to 
accept a physician’s diagnosis without question. Good communication between physicians and elderly patients 
is particularly important in regard to medications. Many older people take multiple drugs for a variety of 
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chronic ailments such as high blood pressure, diabetes, and emphysema. If a physician does not clearly explain 
how many pills to take and when they should be taken, it is easy for a patient to become confused (Mira et al., 
2013). 

Often an elderly person communicates with a physician through an intermediary. One study of assisted 
living facilities found that physicians felt burdened by requests for information from staff and family members 
of elderly residents and were frustrated when they had to repeat treatment directions to several people. Family 
and staff, in turn, complained that physicians did not return their calls or messages (Schumacher et al., 2005). 


The Organization of Health Care 


Until the 1950s, individual physicians treated most patients in private practices and sent those who needed 
surgery to small community hospitals. Family physicians played central roles, most people paid for health care 
in cash, and the primary arrangement for reimbursing physicians for providing care to patients was called fee- 
for-service. Physicians set the fees, and people paid when they visited 
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doctors according to the treatment received. Fee-for-service arrangements granted doctors a great deal of 
autonomy in determining the course of patient care but also contained numerous financial incentives to 
perform many services and procedures. The more services physicians performed, the more fees they received. 

The passage of Medicare and Medicaid in 1965 created two public health insurance programs for the aged 
and the poor (see Chapter 5). Since then, public responsibility for health care has grown, making rising health 
care costs a public issue. Between 1970 and 2011, the proportion of the gross national product devoted to 
health care increased from 7.4 to 17.9 percent (Moses et al., 2013). Other factors contributing to increased 
costs include the growth of the aging population, which has had a dramatic effect on the demand for health 
care, and the increase in expensive, high-tech care. 

In recent years, efforts to control costs have led to the growth of new forms of organization for delivering 
health care to the public. A rapidly expanding form is the health maintenance organization (HMO), also 
referred to as managed care. HMOs are health insurance plans run by financial officers. A group of physicians 
are members of the HMO, and the services offered by the physicians are monitored by administrators to 
achieve efficiency and control costs. Unlike fee-for-service systems, HMOs do not offer an unrestricted choice 
of physicians; rather, people must choose among doctors contracted by the HMO. Initially, managed care 
appeared to be more effective in controlling costs than were fee-for-service arrangements. Much of the cost 
containment was due to a system called capitation, a method of payment in which reimbursements to health 
care providers are set in advance. Under a capitation arrangement, an HMO receives a flat monthly fee for 
each patient in the system, regardless of what services are performed. 

HMOs have become an increasingly central component of the health care system, and they offer many 
potential benefits. HMOs can reduce admissions to hospitals and shorten the length of hospital stays. They 
also encourage patients to see family physicians first before going to a specialist, which is another cost-saving 
measure. Finally, they can discourage the use of expensive technologies when they are unnecessary. As medical 
care has increasingly come under the jurisdiction of HMOs, however, physicians have lost much of their 
autonomy in determining the course of care; they are under financial pressure to do less. Nearly every aspect of 
the doctor-patient relationship has been affected—how many patients a doctor accepts, how much time he or 
she spends with them, what diagnostic tests the doctor orders, what referrals to specialists the doctor makes, 
what procedures to perform, what therapies to administer, whether to hospitalize a patient, when to discharge 
a patient, and when to give up on a severe illness (D. Stone, 1997). Further, some studies find that HMOs 
compromise patient care. One study compared the physical and mental health outcomes of chronically ill aged 
people in an HMO with those in fee-for-service arrangements (Ware et al., 1996). The results indicated that 
people 65 or older who were treated in HMOs showed greater declines in physical health than those who 
were treated under a fee-for-service arrangement. Another study found that patients in HMOs who had a 
stroke were less likely to go to a rehabilitation facility than were fee-for-service patients. They also were more 
likely to be sent to a nursing home. However, survival rates were the same for both groups of patients 
(Retchin et al., 1997). The frail elderly are potentially most vulnerable to cost-cutting efforts, and HMOs 
must be monitored to ensure that financial savings don’t come at the expense of quality care. 
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Changing incentives in Medicare As health care costs have increased in the economy as a whole, Medicare 
expenditures have also grown rapidly. Each year the government calculates whether the amount of money 
credited to the Medicare trust fund is adequate to pay the benefits promised. When the baby boom generation 
reaches 85, Medicare expenditures will soar. In 2031, the first baby boomer will turn 85; by 2040, the average 
baby boomer will be 85. 

For example, Medicare will reimburse a hospital a set amount for a patient who has had a heart attack and 
will only pay for a predetermined number of days for a hospital stay. 
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BENEFITS FOR SENIORS IN THE PATIENT PROTECTION AND AFFORDABLE 
CARE ACT OF 2010 


he Patient Protection and Affordable Care Act of 2010 (ACA) was the most ambitious change in the 


health care system since the enactment of Medicare and Medicaid in 1965. The ACA increased regulations 
on health insurance companies, allowed children to remain on their parents’ health plans until age 26, and 
included an individual mandate specifying that everyone must be covered by health insurance. 

The ACA also made some important changes to Medicare. One crucial improvement is that under the 
ACA, all preventive services are covered at no cost to patients (Blumenthal et al., 2015). The ACA has also 
made Medicare prescription-drug coverage more affordable. As we saw in Chapter 5, the Medicare 
Modernization Act (MMA) of 2003 added an optional prescription drug benefit for seniors, Part D, but 
included an annual coverage gap called the “donut hole.” Under Part D, enrollees had to pay 25 percent of 
their drug costs up to $2,830. Then they went into the donut hole and had to pay the full cost of any 
additional medications until their total costs reached $6,440. After that Medicare paid all but 5 percent of 
the costs with no upper limit. As a result of the donut hole, many older people had to pay thousands of 
dollars for drugs that their doctors prescribed. The ACA would gradually eliminate the donut hole. The 
ACA also sought to improve the quality of care in a variety of ways. One provision provided incentives for 
hospitals to reduce the number of patients readmitted after being discharged. Another rewarded hospitals 
that reduced the number of hospital-acquired conditions such as infections and bed sores. The ACA also 
instituted a quality-rating system for Medicare Advantage plans, giving higher payments to plans with 
better ratings (Blumenthal et al., 2015). 

Poor quality of nursing home care has been a persistent concern, and the ACA expanded the 
information available to help older people and their families better judge the quality of a nursing home. 
Under the ACA, nursing homes have to provide data on the number of staff per resident, how many hours 
of daily care each resident receives, and the amount of staff turnover. They also have to list any complaints 
about the quality of care and note instances of abuse of residents (Kaplan, 2011). Overall, then, the ACA 
was designed to lower the costs of medication, reduce costs for beneficiaries, improve hospital care, and 
improve the quality of nursing home care by making patients better informed. What is unclear is what 
effect the 2016 election will have on the future of the ACA. 


What Do You Think? 


1. Are any of your relatives covered by Medicare? Do they have trouble paying for prescription drugs? 
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2. Do you think providing more information will help people make better decisions when placing a 
relative in a nursing home? 
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To control the growth of Medicare spending, Congress passed the Balanced Budget Act (BBA) of 1997. 
The BBA created the Medicare+Choice program, which expands beneficiaries’ choice of private health plans. 
The Patient Protection and Affordable Care Act of 2010 included many features designed to reduce Medicare 
costs. It also expands some benefits. “An Issue for Public Policy” describes the benefits of the Affordable Care 
Act. 


The role of the private sector On August 26, 1996, Pabst Brewing Company announced it could no longer 
afford to provide health care benefits for its 750 retirees. Retirees and their families were informed that they 
would lose their coverage on September 1. For decades Pabst had provided fully paid health insurance benefits 
and prescription drug coverage to former employees like Roman Makarewicz, a 74-year-old retiree, who had 
worked for Pabst for 42 years. Plagued by high blood pressure and arthritis in his knees so severe that he could 
hardly walk, Roman would have to pay $112 a month for his medications alone. He felt as though he had 
been stabbed in the back. Eighty-year-old Leon Rubitsky, who had retired after 34 years with Pabst, also 
worried about the loss of his wife’s prescription drugs. Hopelessly, he asked, “What are you going to do when 
they start changing the rules? A little guy can’t do anything” (Causey, 1996:1). 

Many employers began offering health insurance to their retired employees in the 1960s, after Congress 
passed Medicare. Retiree health insurance combined with pensions encouraged older workers to retire. 
Presently, about half of the aged have Medigap policies. Of those who have Medigap policies, half pay the 
cost of the premiums themselves, and half are covered by their former employers (General Accounting Office, 
2001). These policies pay for out-of-pocket expenses not covered by Medicare. Seventy-nine percent of white 
elderly have such supplemental private insurance policies competed to 48 percent of the black elderly and 37 
percent of the Hispanic elderly (National Center for Health Statistics, 2010). In recent years, however, 
employers have come to see retiree health insurance as a liability, and many companies have been reducing 
this benefit or eliminating it altogether. 

There are several reasons employers don’t want to pay for retiree health insurance. 


The cost of retiree health benefits has increased substantially. 


The aging of the workforce means that some employers have more retirees than active workers. 

Some employers have promised to pay health benefits to retirees but have not set aside funds to do so. So 
the federal government now requires employers to report all the projected costs of retiree health benefits. 
The problem is that in some firms, the funds set aside are inadequate to cover future retiree benefits. This is 
called an “unfunded liability” and results in a decline in the value of the firm’s stock. 


In one survey, nearly half of employers said they had capped their contributions to health coverage for 
retirees over age 65, and 20 percent said that they were likely to eliminate benefits for future retirees within 
three years (McArdle et al., 2004). 

There has been much discussion of reducing federal spending by turning some of the functions of 
government over to the private sector; but increasingly, firms have been unwilling to take on additional 
responsibilities, and some have eliminated benefits they provided in the past. There seems to be no easy 
answer to the problem of rising health care costs. 
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Chapter Resources 


LOOKING BACK 


1. Why has poor health become associated with old age, and how are recent improvements in health care 
changing that association? Poor health has become associated with old age because of the epidemiologic 
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transition. The epidemiologic transition is defined as a change in the leading cause of death from infectious diseases 
to chronic diseases. Recent improvements in health care and prevention now mean that most older people will 
remain in relatively good health and that the years spent being disabled are likely to be compressed into the final 
years of life. This is termed the compression of morbidity thesis. 

How do people’s lifestyles and social support systems affect their health in old age? Lifestyles have a large 
impact on health over the life course. People who don’t smoke and who exercise, drink in moderation, and keep 
their weight in the normal range are less likely to become disabled than those who do not. The increasing 
significance of healthy lifestyles means that medicine is no longer the sole answer to dealing with threats to health. 
Social support systems also play a role in health outcomes. Having a strong social support system improves morale, 
reduces the risk of depression, and even enhances recovery from surgery. 

What is the best measure of an elderly person’s socioeconomic status, and how is SES connected to a 
person’s health? The best measure of an elderly person’s socioeconomic status is education. People of higher SES 
have better health in old age than people of lower SES. One reason is that they have better access to health care. 
People of lower SES are more likely to have worked in stressful jobs where they could be injured. People of higher 
SES also have more resources that give them the opportunity to engage in positive health practices. 

How do gender, race, and ethnicity affect an older person’s health? Women have poorer health and higher 
levels of disability than do men. This is true not only for the U.S. but for other countries as well. Both biological 
and behavioral factors appear to account for the differences. Older minorities have poorer health than do whites on 
several measures. As they age, they are more likely to develop a serious illness and more likely to rate their health as 
“poor.” 

How have changes in Medicare and the health care industry affected older Americans? Medicare is one of 
the fastest-growing federal programs. Costs will rise sixfold as the baby boom generation approaches retirement 
age. As political pressures increase to cut Medicare expenditures, more elderly are likely to be treated by physicians 
affiliated with health maintenance organizations. The danger is that efforts to save costs may reduce the quality of 
care. The Patient Protection and Affordable Care Act of 2010 should help to reduce Medicare costs over the long 
run if it is not repealed by the Republican Congress following the 2016 election. 


THINKING ABOUT AGING 


1; 


A great deal of money has been spent in recent years on antismoking campaigns aimed at persuading 
young people not to start smoking. Do you think these campaigns are an effective way to prevent health 
problems in old age? If not, can you think of a better approach? 

State officials have successfully sued tobacco companies on behalf of consumers whose health was 
damaged by cigarette smoking. Why not take the same approach to manufacturers of alcoholic beverages? 
Describe some government programs that promote a healthy lifestyle. Is the government 
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doing enough to encourage people to live healthy lives? What else could be done? 

If a person’s socioeconomic status is a good predictor of health, should the government attempt to 
promote better health through educational assistance programs? 

Medicare pays an older person’s medical bills regardless of that person’s lifestyle. Should people who 
choose to live an unhealthy lifestyle—who smoke or drink too much, for example—pay higher Medicare 
premiums than those who don’t? 


KEY TERMS 
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EXPLORING THE INTERNET 


1. The National Center for Health Statistics provides health information to the public. Go to the Center’s 
website (http://www.cdc.gov/nchs/) and click on the link 
http://www.cdc.gov/nchs/data/factsheets/factsheet_health_us.htm. Now answer the following questions: 


a. Which racial/ethnic group has the highest rate of hypertension? 
b. What is the trend in regard to hypertension and heart disease among older adults during the past 15 
years? 

2. The National Institute on Aging (NIA) provides funding for research on aging, health and well-being. 
Go to the NIA website (http://www.nia.nih.gov/) and click on the link to Health and Aging. Then go to 
A-Z Health Topics Index (http://www.nia.nih.gov/health/topics) and click on “S” and then Social 
Activities and Engagement. Click on the link www.nia.nih.gov/health/publication/participating- 
activities-you-enjoy and answer the following questions: 

a. What does research show about the health benefits of an active lifestyle? 
b. What are some of the activities suggested in the article? 
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Chapter 12 


Caring for the Frail Elderly 
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De are an important source of support for aging 
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Looking Ahead 


a un fo Je m 


How does the type of care that family members provide to an elderly relative differ depending on the caregiver’s gender? 
How do the responsibilities of caregiving affect a family member’s work and personal life? 

How does an aged person’s need for care affect family relationships? 

What kind of home and community-based services are available to the frail elderly? 

Can private long-term-care insurance help families to manage the expense and burden of caregiving? 


How have government regulations and the rise of for-profit nursing home chains affected the availability and quality of 


nursing home care? 
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7. What is life in a nursing home like for the frail elderly? 


n Sue Miller’s moving novel The Distinguished Guest, proud, difficult, and ailing Lily Maynard moves, 


at the age of 72, into the home of her estranged son, Alan, and his wife, Gaby. The visit revives long- 
buried family conflicts. Alan has been “surprised by his reactions to his mother—surprised and 
discomfited. He has never pretended to have an intimate or easy relationship with her, but before this 
visit, he would have said they had come to a kind of peaceful equilibrium between themselves.” One 
night at dinner, tensions boil to the surface when Lily cruelly remarks, “There’s no surer or 
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shorter route to heartbreak than having high expectations for your children” (Miller, 1995:150). 


Because of the tensions between Alan and Lily, Gaby has taken on the task of getting her mother-in-law 
ready for bed each night. “She has surprised herself with the tenderness she sometimes feels for Lily as she 
performs this service.” One evening as Gaby knelt down to untie and remove Lily’s shoes, “she had a sense, 
suddenly, of doing something holy, something that made her feel, in some deep way, of use. Holding the 
shapeless foot in its thick stocking on her lap, she had felt tears of compassion and love spring to her eyes” (p. 
33). 

Like all great fiction, Sue Millers book is compelling in its ability to elucidate common human themes— 
the effect of early family relationships on later life transitions, the transfer of caregiving responsibilities to 
female family members, the bonds that develop between women in these relationships. Ultimately, the family 
bears the burden and reaps the rewards of providing care to the frail elderly. In this chapter we review research 
on the family care of the frail elderly. We describe how caregiving responsibilities are distributed among 
family members, theorize about why much of the care is provided by women, and examine how caregiving 
burdens affect all familial relationships. 

Family care is sometimes supplemented by formal services, which often make it possible for a person with 
a disability to remain in his or her own home. When home care becomes unmanageable, elderly people move 
into nursing homes. Although some nursing homes provide high-quality care, many are profit-oriented 
businesses that have incentives to reduce costs, often at the expense of quality. The third section of this 
chapter examines the organization of the nursing home industry and describes daily life in a nursing home for 
the people who reside there. 

This chapter is organized around a model that implies that care of the frail elderly exists on a continuum 
from least formal (family care) to most formal (nursing home care). It’s important to recognize, however, that 
family members rarely relinquish their responsibilities for their elderly kin and that the family plays a role in 
the provision of care, regardless of the setting. 


FAMILY CARE 


A Profile of Caregiving 


It may seem ironic that living independently into advanced old age often means learning to accept help. In the 
U.S. approximately one-third of men and women over the age of 65 have some type of disability. Although 
some of these disabilities are minor, others make it necessary for people to receive assistance to meet their 
personal needs. Many older people need help with basic functions such as eating, bathing, getting dressed, 
getting to and from the bathroom, getting in and out of bed, and walking. These are called limitations in 
activities of daily living (ADLs). When people need help keeping track of their finances, taking their 
medications, shopping, using the telephone, or doing household tasks, these are considered limitations in 
instrumental activities of daily living (IADLs). Figure 12-1 reports the percentage of people who have ADL 
limitations. Clearly, the likelihood of needing help increases substantially with age. 


Figure Percentage of Persons with Limitations in Activities of Daily Living by Age 
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12-1 Group: 2010. 
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Source: Administration on Aging (2012). 


The term long-term care refers to a range of services designed to help people with chronic conditions 
compensate for limitations in their ability to function independently. Family caregivers have traditionally 
provided help with bathing, dressing, eating, as well as shopping and managing finances. In recent years, the 
role of family caregivers has expanded to include more complex medical tasks. Now family members are 
performing procedures that used to be done by trained professionals in hospitals and nursing homes. One 
national survey found that almost half of family caregivers not only performed the usual ADL and IADL 
support but also managed multiple medications, provided wound care, used various types of monitors, and 
operated specialized medical equipment. In this survey caregivers were especially concerned about doing 
wound care such as doing ostomy care or making dressing changes after surgery for fear of making a mistake. 
Most caregivers said they received little or no training to perform these tasks and 69 percent said their family 
member received no home visits from a health care professional (Reinhard et al., 2012). 
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Most long-term care of the frail elderly is provided by their families, especially by their children. Figure 
12-2 shows the extent of care provided to the frail elderly by family members. The typical family caregiver is a 
49-year-old woman who works outside the home and spends approximately 20 hours a weck in caring for a 


family member, most often her mother (Williams et al., 2014). Children are most likely to provide care to 
their aging parents, followed by a spouse. Even grandchildren provide some care. 


Figure 12-2 Who Provides Care for the Frail Elderly? 
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Who Provides Care? 
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Although caregivers for most aged parents are their adult children, spouses also provide a good deal of the 
care. The League of 
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Experienced Family Caregivers consists of family caregivers who have volunteered to share their 
experiences. Of the 523 members who participated in a study of caregiving, 243 were children caring for their 
aging parents, and 280 were spouses caring for their wives or husbands. This group, then, had somewhat more 
spouse caregivers than the national average. The average age of the caregivers who were adult children was 52, 
and the average age of the spouse caregivers was 63 (Savundranayagam et al., 2011). 

As a phase of the life course, caregiving lasts five to seven years. Over 40 percent of the caregivers in one 
study had been caring for a relative for more than five years. They provided about 20 hours of care per week. 
Most provided personal care and did household tasks, but nearly 40 percent also provided some type of 
medical care (Levine, 2004). The majority of caregivers rate their own health as excellent or good, but one- 
third reported having serious health problems themselves. 


Gender Differences in Caregiving 
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Nearly all studies of caregivers have found that women typically are the primary caregivers of ill and disabled 
family members. In the League of Experienced Family Caregivers study, for example, the vast majority of all 
caregivers were women: 88 percent of the adult caretakers children were daughters or daughters-in-laws and 
76 percent of the spouses were wives (Savundranayagam et al., 2011). In some cases, divorced women even 
contribute to the care of their ex-husbands. They do so for a variety of reasons. Some women do so because 
they still love their former husbands, others because they are concerned about their children’s feelings or 
because of their own moral values. In the “In Their Own Words” feature, women caring for their former 
husbands describe their feelings of ambiguity in taking on this role. Although the primary caregiver of aging 
parents tends to be the daughter who has the fewest competing obligations, usually one who is not working or 
unmarried, many daughters take on the caregiving role regardless of their other responsibilities (Bookwala, 
2009). Daughters who provide care for their aging parents do not give up their other obligations; they give up 
their free time. 

There are several reasons women shoulder a disproportionate share of the burden. One reason is that 
caregiving reflects a broader gendered division of labor. Many older men have been socialized to be family 
breadwinners. They saw their main responsibility as providing for their families and felt their wives were 
supposed to do the caregiving, whether it be for children or aging parents. Some older women have had more 
tenuous ties to the labor force, moving in and out of employment or working part-time as they raised families. 
Because their primary responsibility has been for unpaid domestic labor, they have been seen as natural 
caregivers. Carework is part of their identity and their expectations for themselves (Calasanti and King, 2007). 
On a more pragmatic note, since women typically earn less than men, it is often easier on the family budget 
for the wife to reduce her hours of employment or quit work altogether in order to take on caregiving 
responsibilities. In 2012, the median weekly earnings of full-time working women was $691, compared with 
$854 for men (U.S. Bureau of Labor Statistics, 2013b). These patterns are changing, however, as labor force 
participation rates over the life course among younger women more closely approximate those of men and as 
men see caring for children as their responsibility as well as their wives. 

Sons who are caregivers tend to perform different tasks from daughters. The division of labor among male 
and female caregivers is similar to the general division of labor between men and women. Daughters are more 
likely to provide hands-on 
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personal care such as feeding, dressing, bathing, or cleaning up after a bowel accident. Sons are more likely 
to arrange transportation and social services and provide help with household repairs, yard work, and 
managing finances. Yet sons are equally likely as daughters to feel a sense of obligation to their parents. In one 
study researchers interviewed 30 men who cared for their elderly parents. Subjects represented a range of ages 
and backgrounds, from a 32-year-old white stockbroker who had been caring for his mother at home for 10 
years to a 71-year-old African American real estate broker whose mother had just entered a nursing home. 
One-third of the sons participating in the study were caring for their fathers, two-thirds for their mothers. 
The men in this study expressed a willingness to take charge, but like many female caregivers, also experienced 
a range of emotions from love, compassion, and sadness to anger, resentment, and guilt (Harris, 2000). 


In Their Own Words 


© McGraw-Hill Education/Andrew Resek 


Caring for an Ex-Husband 


Awr divorced women, feelings of ambiguity arose when friends and family questioned why they were 


caring for their former husbands. As one woman stated: 
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They just thought I was stupid.... They came out and said .... Some people laughed and made jokes about it.... The people that know me and cared 


about me, they understood, but .... I had a supervisor say, “Are you stupid or what? Why would you do that?” 


Caregivers tended to avoid discussing the strains because they felt others disapproved of the choice they made. As a result, they had less support 
themselves. One woman noted: “You just feel isolated. You know ... isolated and very much alone.” 

Several of the women experienced powerful and sometimes confusing emotions regarding their ex- 
husbands illness or death. One divorced woman who had been married for two decades explained of her 
effort to “put all my feelings, my ill feeling aside and just focus on him because I knew he didn’t have long 
to live.” 

Another woman expressed her grief over her ex-husbands death: 

“Tim surprised because it has taken me time, and it’s been almost a year, and there’s not a day goes by 
that I don’t think about him or think about us.... It’s just a whole other realm of reality that it hit me like a 
ton of bricks.” 


Source: Cooney et al. (2014:90, 91, 94). 


The division of labor breaks down when husbands and wives are caring for each other. Husbands who care 
for their wives perform all forms of personal care including dressing and bathing them and cleaning up after 
bowel accidents. To manage these difficult tasks and maintain their sense of masculinity, men adopt various 


strategies. One strategy is to define care as a task to be accomplished. As one husband in a study by Calasanti 
and King (2007:520) explained: 


At first ... when you start taking care of a woman, you know, you don’t know exactly how to do it, take care of a 
woman.... You just have to pick it up like you do a trade. Like laying brick or finishing concrete. 
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Another husband spent a good deal of time cleaning up after his wife whose confusion led her to urinate 
in trash cans. He said: 


I have all of that mess to clean up and she does worse you know sometimes. ... I get her out of there and get her back in 
the bed, and I clean up the floors and all. It’s a job. 


In other respects, men and women respond differently to caregiving. Although both sons and daughters 
experience emotional strain from conflicts between caregiving and other responsibilities, daughters perceive 
higher levels of stress and more guilt than sons (Gonyea et al., 2008). 


Caregiver Burden 


Caregivers of the frail elderly experience many costs. There are emotional strains, there is the loss of a familiar 
lifestyle that comes with greater confinement, and there are disrupted plans. The woes of many caregivers are 
compounded by the financial worry associated with having to pay for home care services, health care, and 
nursing home care. Yet there are also positive aspects associated with caregiving; many caregivers derive 
satisfaction from fulfilling the needs of a loved one. However, most research has concentrated on the 
psychological costs of caregiving, not on the rewards (Roth et al., 2015). 

Researchers distinguish between caregiver burden and caregiver stress. Burden typically refers to 
management of the tasks; stress refers to the strain felt by the caregiver. Caregiver stress is caused by an 
imbalance between the demands on caregivers’ time and energy and the personal and financial resources they 
have at their disposal. These resources include support from family and friends as well as professional help 
from home care workers. A substantial source of caregiver stress also arises as caregivers try to negotiate the 
complex network of health care services for a frail, elderly individual. Social gerontologists refer to this as 
structural burden (Taylor and Quesnel-Vallee, 2016). In the U.S., structural burden is often caused by the 
confusing rules concerning what services will be paid by Medicare or Medicaid and what services are not 
covered by any health insurance. 
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Caregiver stress has been linked to a number of adverse health outcomes. One study found that family 
members who provide care to frail and disabled older adults are at greater risk of physical exhaustion, poorer 
immune responses, and deterioration of their own health status (Bedard et al., 2000). Another study found 
that a lengthy period of caregiving increased depressive symptoms among caregivers and that these symptoms 
persisted for years. Caregivers also experienced elevated blood pressure and declines in other measures of well- 
being (Coe and Van Houtven, 2009). As noted above, adult children often care for their aging parents, but 
spouses also care for each other. Spousal caregivers experience even higher levels of stress and report more 
depressive symptoms than adult child caregivers. That is because they are living in the same household and 
typically devote more hours to caregiving. They also have fewer opportunities to get relief from their 
caregiving duties (Pinquart and Sorensen, 2003). Caregiving for a disabled spouse has been associated with 
increased mortality and coronary heart disease and stroke. Higher estimated stroke risk is greatest among 
men, particularly African American men, who provide care to their wives. These results suggest that male 
spouse caregivers may need special caregiving support (Haley et al., 2010). 

High caregiver burden can also have negative effects for the care recipient. Caregivers with the highest 
levels of stress are most likely to consider placing their relative in a nursing home (Savundranayagam et al., 
2011). 

One mechanism that helps explain why caregiving affects the health of the caregiver is an increase in 
cortisol, the hormone that the body produces in response to chronic stress. If cortisol is elevated for a 
prolonged period, then the immune system is no longer as vigilant and virus and bacteria can make inroads 
(Lovell and Wetherell, 2011). In other words, the lowered level of immune functioning makes it more 
difficult for the body to build antibodies to protect against illnesses like flu and pneumonia. When caregiver 
stress is high, the risk of respiratory infections increases as does the risk of 
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psychiatric disturbances and cardiovascular disease (Roepke et al., 2011). The scientific term for this 
process is allostatic load, a concept that is discussed in more detail in Chapter 6. 

A recent study compared levels of allostatic load among caregivers to Alzheimer’s patients and 
noncaregivers. The study included 87 spousal caregivers with Alzheimer’s disease (CG) and 43 married, 
noncaregivers (NC). The biological measures used to calculate allostatic load included blood pressure, body 
mass, and cholesterol. Psychosocial measures included the Personal Mastery Scale, which assessed one’s sense 
of mastery, a depression scale, and the Role Overload Scale which assesses perceived level of burden. The 
results indicated that caregivers had significantly higher allostatic load compared with noncaregivers. The 
authors concluded that allostatic load may explain how stress translates into health problems (Roepke et al., 
2011). 

The likelihood of mental health problems associated with the stress of caregiving is universal and occurs in 
many countries other than the U.S. One study of spousal caregivers in Osaka, Japan, found that both 
husbands and wives were at risk of depression but that wives caring for their husbands had higher depression 
scores than husbands caring for wives. To cope with the strain associated with caregiving, husbands relied 
more on family or home-care services, whereas wives simply provided higher levels of care, positively accepted 
their role, and did not seek to share caregiving. Rather they looked to friends and family for emotional support 
(Sugiura et al., 2009). 


Work and Caregiving 


Caregiving to aging family members comprises a major part of familial obligations in the U.S. The traditional 
assumption that women are available to provide care because they are unencumbered by work is becoming 
increasingly outmoded. The ongoing revolution in women’s roles places their previously taken-for-granted 
responsibilities for caregiving in the spotlight. What is the effect of women’s employment on caregiving? Does 
paid employment reduce the amount of caregiving provided by women? Or does caregiving force women to 
reduce their time at work or to disengage from the labor force altogether? 

Approximately one-third of caregiving women leave their jobs and pay a penalty in lost wages 
(Wakabayashi and Donato, 2006). One study of caregivers found that the initiation into caregiving led to a 
substantial reduction in women’s weekly hours worked and annual earnings. Women worked less and paid a 
penalty for doing so. However, the effects were different for various subgroups of women. Women who were 
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older, had fewer skills and more competing roles paid the highest costs, while younger, more educated women 
experienced less of a reduction in earnings (Wakabayashi and Donato, 2005). Many of these women simply 
added the unpaid work of caregiving to their other responsibilities. 

Caregiving has significant consequences for economic security in later life. As noted above, leaving work 
means lost earnings and spent savings. As a result, caregivers who stop working are much more likely than 
noncaregivers to be living in poverty when they grow old (Wakabayashi and Donato, 2006). However, 
caregivers who manage to keep working do not pay the same penalty. What makes it possible for caregivers to 
work? Employer policies play an important role. Some employers have introduced special programs to reduce 
stress and turnover and ease the burden for their workers. Employees commonly wish for flexible working 
hours, and some firms provide this option. Women who have jobs with flexible hours, unpaid family leave, 
and paid sick leave are more likely to keep working than those whose jobs do not have these benefits (Pavalko 
and Henderson, 2006). These options are not commonly available, however, and discrimination against 
caregivers is the fastest growing employee complaint. Discrimination occurs when employers treat employees 
who have caregiving responsibilities less favorably than other employees due to a mistaken belief that their 
family obligations may mean that they are less committed to their jobs. One study of discrimination 
complaints from 1990 to 2008 found a 400 percent increase in lawsuits by caregivers (Williams et al., 2014). 
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The Family and Medical Leave Act of 1993 relieves the job strain to some extent. It allows employees to 
take up to 12 weeks of paid or unpaid leave (at the discretion of the employer) for family-related reasons, 
including caring for a parent with a serious health condition. The act is definitely a help for working 
caregivers, but it does not fully solve the dilemma associated with family care of elderly parents. One problem 
is that it applies only to firms that employ at least 50 people, so all small businesses are exempt. Another 
problem is that many employees cannot afford to take unpaid leave. Still, this legislation does give workers the 
right to take leaves of absence without the risk of losing their jobs. 


Caregiving and Family Relationships 
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The first generation of research on caregiving focused on the primary caregiver in isolation from other family 
members. Recently, however, there has been a shift in emphasis to a consideration of the entire family system 
(Beach, 1997). New research suggests that caregiving not only affects the emotional well-being of the 
caregiver but reverberates across other family relationships. A caregiver may experience a wrenching loss as an 
aging parent or spouse seemingly becomes a different person (Pinquart and Sorensen, 2007). Siblings may 
quarrel over the division of caregiving tasks. And marriages may be strained by the loss of time couples have 
for each other when one spouse cares for an aging relative. Nevertheless, caregiving can also be a positive 
influence on the family relationship by bringing kin together to accomplish a shared goal, by making family 
members appreciate the contributions each makes to the family unit, and by reestablishing connections that 
may have been weakened over the years. 
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The effect on parent-child relationships The relationship between the caregiver and an elderly parent can take 
many forms. One study of 29 mothers and daughters found three patterns (Walker and Allen, 1991). One 
type was characterized by mutuality, with both mother and daughter describing a rewarding relationship 
characterized by joint activities and minimal conflicts. For example, one housebound mother with a 
degenerative bone disease reported: 


Every day I wait for my daughter to come. She don’t have to come every day, but she just does it on her own. It might 
not be for a long time if she’s got other things to do, but she always comes. We're just like sisters. 


Her daughter agreed: “My mother is my best friend. We're closer now than we've ever been” (A. Walker and 
Allen, 1991:391). 

Other mothers and daughters had relationships the researchers described as ambivalent. There were 
rewards but also costs, and the relationships were sometimes tense. Finally, a third type of relationship is 
conflicted. Were there are few rewards and frequent costs. As one daughter said, “My mother is very self- 
oriented; very possessive of my time. She’s generous and compassionate to others, but not to me” (p. 393). 

Child abuse is a serious problem that can lead to interpersonal difficulties throughout life. Adult survivors 
of child abuse are more likely than others to experience mental and physical health problems and to have 
cognitive impairments. They are more likely to distrust others, to have low self-esteem, and to find it difficult 
to form secure attachments. Thus, childhood abuse has consequences that reverberate across the life course. 

Some abused children resolve their feelings of ambivalence toward their abuser by avoiding contact when 
they grow up, but others continue to maintain relationships. Ironically, the “dysfunctional parent-child 
relationship can switch to a recipients caregiver relationship later in life’ (Kong and Moorman, 2015:658). 
One study attempted to measure the emotional consequences of this role reversal on the caregiver. 
Researchers compared caregivers who were abused as children with caregivers who had no history of abuse or 
neglect. Not surprisingly, they found that formerly abused caregivers had more symptoms of depression 
compared to caregivers who had no history of abuse or neglect. What explains this finding? 


® One reason may be that these adult survivors had weaker coping skills because of their traumatic 
childhoods. 

» Another reason may be that their aging parents were more difficult to care for and may still be abusive to 

their adult children. 

Finally, caregiving is less stressful when it is based on attachment and affection rather than a sense of 

obligation (Kong and Moorman, 2015). 


The effect on sibling relationships Caregiving also can generate tension between primary caregivers and their 
siblings. Primary caregivers often report that siblings do not carry their share of the burden and that their 
efforts are unappreciated (Townsend and Noelker, 1987). One study found that the greatest source of stress 
for women caring for a parent with Alzheimer’s was their siblings (Suitor and Pillemer, 1993). As one woman 
said about her brother, who refused to help care for their mother, “Pm hurting about it. I don’t feel his views 
have any place. He won’t take her out anywhere. He says he has a family now, but my mother is still his 
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mother too” (Strawbridge and Wallhagen, 1991:775). Different types of sibling conflict create different 
responses by caregivers. Disagreements over how to care for a parent may lead to depression. Disagreements 
over whether siblings are taking their fair share of responsibility more often generate anger (Semple, 1992). 
Although sibling conflicts can be detrimental to the caregiver’s mental health, increase her or his perceived 
sense of burden, and generate resentment or hostility toward the absent siblings, caregiving can also have 
positive effects on sibling relationships. In one study of 100 adult caregivers caring for frail elderly parents, 60 
percent reported that caregiving had not created conflict but rather had increased closeness between siblings. 
As one caregiver explained, “We learned more about the particular skills each of us has and came to appreciate 
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each other more” (Strawbridge and Wallhagen, 1991:776). 


The effect on marital relationships Marriage can also be affected by caregiving responsibilities. On the negative 
side, caregiving can reduce the time husbands and wives have for each other. Women may be too worn out 
from performing caregiving duties to spend quality time with their husbands and may worry about whether 
caregiving demands are harming their marriage. On the positive side, daughters and daughters-in-law who 
felt they were doing an adequate job as a caregiver reported higher levels of marital satisfaction (Bookwala, 
2009). Which view is more accurate? 

Bookwala (2009) tested two hypotheses about the long-term effects of caregiving. The first was the wear- 
and-tear hypothesis, which predicts that experienced caregivers who have been in that role for a long time will 
display more negative marital quality. The second was the adaptation hypothesis, which predicts that long- 
term caregivers and former caregivers will show an improvement in marital quality compared with recent 
caregivers. She found that the wear-and-tear hypothesis was more accurate. Experienced caregivers in her 
study had less marital happiness, greater marital role inequality and greater hostility than recent caregivers. 
Thus, caring for an elderly parent for years can take a toll on one’s marriage. An intervening factor is marital 
quality. A high-quality marriage can serve as a buffer against some of the strains of caregiving (Bookwala, 
2005). 


The effect on grandchildren When adult children care for their aged parents, their own children often become 
part of the caregiving nexus. Some of the effects on children are negative. Children may have to compete with 
their grandparents for their parents’ attention. They may also be forced to make financial sacrifices or endure a 
more crowded household if their grandparents move in to their home. Yet several studies have found that 
family caregiving can have positive consequences for grandchildren. 

In one study, 20 adolescent grandchildren of Alzheimer’s patients were interviewed regarding their 
feelings about their relationships to their grandparent and their feelings toward other family members (Beach, 
1997). Most grandchildren felt the caregiving situation had had a positive influence on family relationships. 
What they especially appreciated was that caregiving gave them more contact with their siblings, especially 
older siblings who no longer lived at home. Another positive effect of caregiving was that it made the young 
people more empathetic toward the elderly as well as their grandparents. One teenage boy explained: 


Tm less (likely) to look negatively at someone who's had a stroke or something... It doesn’t really phase me anymore. I 
don’t think of them as being different. Pm more interested in looking out for them. (Beach, 1997:235) 


The adolescents repeatedly described feeling closer to their mothers, who were nearly always the primary 
caregivers. They felt rewarded when their mothers praised them for the help they provided, and they learned 
to appreciate and respect their mothers. Finally, the adolescents carefully selected friends whom they knew 
would be sensitive to their situation and felt that they had achieved a high level of intimacy with these chosen 
friends. 

People who are now in their 80s and 90s are the parents of the baby boomers. Only 10 percent had no 
children. This demographic fact bodes well for the future of caregiving. But an increased number of marriages 
have ended in divorce for this cohort. Although little research has been conducted on the caregiving patterns 
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of children of divorced parents, one might infer that children who have had little contact with a parent will 
feel less sense of responsibility to care for that parent (Himes, 1992). Still to be determined is whether large 
family size will compensate for a higher divorce rate in terms of the availability of care. 

Apart from research focusing on caregiving for persons with HIV/AIDS, few studies have examined 
caregiving among gay men and lesbians. “Diversity in the Aging Experience” discusses the psychological and 
emotional burden of caring for a chronically ill, same-sex partner. 
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Home CARE 


Home and Community-Based Services 


Many frail elderly who might otherwise have to enter institutions are able to remain in their own homes if 
they have access to home and community-based services (HCBS). The most common home and community- 
based services are (1) personal care, such as bathing, dressing, feeding, and grooming; (2) housekeeping, 
including meal preparation and planning, grocery shopping, transportation to medical services, and bill 
paying; and (3) case management. Case management is usually provided by a social worker who assists frail 
elderly people and their families in obtaining the medical, social, and personal services they need (Kitchener et 
al., 2005). In many communities, other services may be available. They include respite care, which provides 
temporary relief to caregivers; adult day care that provides recreation, social stimulation, and sometimes some 
medical or rehabilitative care; and hospice service, which is support for people with terminal illnesses (see 
Chapter 13). Home health care, such as visiting nurses, is also a commonly provided long-term-care service. 

A recent effort to reduce unnecessary institutionalization is the Program of All-Inclusive Care for the 
Elderly (PACE). PACE is an optional benefit for older people who meet their state’s standards for nursing 
home care. It features comprehensive medical and social services that can be provided in a variety of settings. 
Most recipients of PACE services are able to remain in their own homes while receiving services rather than 
be forced to move into a nursing home. Thirty-one states had PACE enabling legislation in 2014 but not all 
states had programs operating and none had programs on a state-wide basis (Medicaid.gov, 2014). 

The increasing demand for an expanding array of options for HCBS raises complex issues about the cost, 
distribution, and quality of care (Kitchener et al., 2005). Much of the interest in expanding home and 
community-based services comes from a desire to reduce nursing home costs. Yet policymakers fear that if 
paid home and community-based care services are expanded, family and friends will stop providing care and 
costs will increase instead. Are these concerns realistic? 

Most research shows that families do not withdraw support when home and community-based services are 
provided but rather that the disabled elderly receive more care (Wiener and Hanley, 1992). However, there is 
no evidence that home and community-based services reduce costs or nursing home use (Wiener and Illston, 
1996). The reason is that many disabled older people desire such services but are managing without them. If 
access to home and community-based services were expanded, it would fill the unmet demand in the 
community rather than serve as a substitute for nursing home care. Costs would then rise because the severely 
disabled elderly would still enter nursing homes and more people would receive services. In an effort to control 
costs, states have set caps on the amount of spending for HCBS and limited the number of slots available. As 
a result, many people who would benefit from HCBS remain ineligible (Weissert and Frederick, 2013). 
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Social workers can help older people and their families 
find the services they need. 


© Creatas/PunchStock RF 
269 


© Bob Cross/Getty Images 


CAREGIVING EXPERIENCES OF GAYS AND LESBIANS 


lder gay men and lesbians face many of the same challenges all caregivers face but also have some 


unique issues that can increase their burden in later life. Their heterosexual siblings often presume that 
because they are not “married” or do not have children, they are the most likely and most appropriate 
caregivers for aging parents (Cahill et al., 2000). Yet they do have caregiving responsibilities of their own, 
for many gay men and lesbians become the primary caregiver for chronically ill, same-sex partners. One 
study involved in-depth interviews with gay men and lesbians ranging in age from 50 to 77. They had been 
with their partners anywhere from two to 34 years, and all were currently involved in providing care, with 
the length of time ranging from four months to 22 years (Hash, 2006). 

As is true of all caregivers, the respondents experienced physical and emotional strains and difficulties 
managing both care provision and employment. What makes caregiving for a same-sex partner more 
difficult is the lack of formal and informal support from other people or from social services agencies. In 
several cases family, friends, and co-workers refused to acknowledge the relationship or provide the support 
that a married person would receive. Ex-spouses and adult children, in some cases, were particularly hostile. 
Some respondents substituted a “family of choice,” which included friends and chosen family members who 
provided support to the couple during caregiving and to the caregiver during the postcaregiving period. 
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Formal support from health care professionals also affected the caregiving experience. Even though 
most professionals did not openly express homophobic attitudes, respondents were hurt when a physician 
refused to acknowledge them as the “next of kin.” They were especially apprehensive about in-home 
services or attending “straight” support groups. As one respondent explained: 


Even though I was not treated badly, I always had that fear that I could be treated badly ... there is always a threat that you carry around in your 
heart that they can be bad to you. (Hash, 2006:131) 


In spite of the many strains, many respondents also found positive aspects of the caregiving experience. 
Caregiving provided an opportunity to expand the relationship, to grow as an individual, and to convey love 
and commitment. As one respondent noted, “Clearly, the most positive aspect was discovering what love is 
... discovering the depths of love ... in the face of this horrendous tragedy” (Hash, 2006:136). 

Finally, it is important to recognize that older gay men and lesbians may have fewer supports available 
when they are in need of care. A high percentage live alone and many have no children available to provide 
care. Further, HIV/AIDS has taken the lives of millions of gay men who might otherwise have served as 
caregivers to their partners (Cahill et al., 2000). The legalization of gay marriage may reduce the severity of 
this problem in the future. 


Home care helps many frail elderly people to remain in their own homes for as long as possible. 


Source: Courtesy USDA, photo by Ken Hammond 


Quality is another important issue. Evidence suggests that home and community-based services are not 
always adequate. Many workers who provide these services have little training and receive low wages. Most 
home care workers are middle-aged women. Forty-five percent are white, 28 percent are African American, 
and 18 percent are Hispanic. More than one-fourth of home care workers are foreign born. In 2013, the 
average yearly income of these women was just $13,000 (Paraprofessional Healthcare Institute, 2015). Low 
wages and poor working conditions create high turnover among home health aides. Although some aides 
provide excellent care, older people frequently have an unfamiliar and unreliable individual providing help. 
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Presently, there is little regulation of home and community-based services, and although they are 
presumed to be superior to nursing home care, there is no hard evidence to back up that assumption. What 
evidence we do have suggests that the quality of care can be compromised by an effort to reduce costs. What 
can be done? One solution is to employ better-trained people to perform these services. Another solution is to 
pay better wages to those who are presently employed in these positions. Recent efforts to monitor the quality 
of home care suggest that services are improving. More than 90 percent of the respondents to one survey said 
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their home care workers performed the job properly and were kind and courteous (Coleman, 2000). 

Nearly one-and-a-half million people in Germany suffer from dementia and two-thirds of those 
individuals are cared for at home. Researchers were interested in finding out if new technologies could ease 
the burden for the caregivers of individuals with dementia. The “Aging Around the World” feature describes 
the results of their study. 


Race, Ethnicity, and Long-Term Care 


Although in general, the minority elderly are in poorer health than the white elderly, they are actually less 
likely than others to receive home and community-based services or even to enter nursing homes. Some 
people argue that cultural preferences are the reason for these differences. For example, language barriers or 
unfamiliar food may discourage the Hispanic elderly from using long-term-care services. Among some 
minority groups, cultural norms concerning the responsibility of children for their aged parents may also have 
an effect. In black families a dense and extended family network provides informal care to older family 
members, thus deferring the need for formal home care services (Cagney and Agree, 2005). This is less so 
with white families, resulting in a disparity between the racial composition of residents and staff. In the U.S., 
87 percent of nursing home residents are white, while 39 percent of nursing home aides are black. Aides 
sometimes report experiencing racial insults from residents and are sometimes the target of poor treatment by 
family members (Abrahamson et al., 2011). 

It is not surprising, then, that Black and Latino elderly have different concerns than whites when 
considering a nursing home. In one study focus groups were conducted with white, Black, and Latino adults 
who had experience with choosing a nursing home. While all groups were concerned with how staff treated 
residents and the quality of care in general, Black and Latino participants were also interested in the racial and 
ethnic background of the staff. Latinos had an additional interest in knowing if staff members spoke Spanish 
(Hefele et al., 2016). 

Lack of access is another reason members of minority groups receive nursing home care less frequently 
than whites. Minority neighborhoods have fewer nursing homes than white neighborhoods, and minority 
elderly may not be willing to move to a nursing home that is far from their families (Keith and Long, 1997). 
Government policy has also had an adverse effect. Later in this chapter we will see how recent changes in 
Medicaid reimbursement policies have affected access to nursing homes among the minority elderly. 


Private Long-Term-Care Insurance 


Today, neither Medicare nor Medicaid pays much for home care services. Although in the future the federal 
government is likely to continue to dominate the financing of long-term care, even more responsibility will 
probably fall on the private sector. What are the alternatives? 

One option is private financing through long-term-care insurance (Brown and Finkelstein, 2011). 
Beginning in the 1980s, private insurance companies began offering a new product, long-term-care insurance. 
Initially most policies only covered care in a nursing home, but gradually, coverage expanded to include care in 
an assisted living facility and home care. By 2003 more than 600,000 policies were sold each year. After that, 
however, the growth in sales came to an abrupt end, and many companies stopped offering long-term-care 
policies (Cohen, 2014). One problem was that insurers underestimated their costs and found that they could 
not provide the care they had promised to provide. To reduce their risks, they refused to cover some illnesses 
like diabetes or strokes. Insurance companies also raised their premiums, which made the plans too expensive 
for most people. Another problem involved some widely-publicized scandals where unscrupulous sales people 
misrepresented the benefits of the plans they sold to vulnerable older people. Currently, long-term-care 
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insurance does pay for some benefits, but it is very expensive. Only 20 percent of whites have long-term-care 
policies and even fewer minorities: 12 percent of blacks and just 6 percent of Hispanics (McGarıy et al., 
2014). For 
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the most part, only affluent people can afford to purchase the coverage. 


NEw TECHNOLOGY FOR DEMENTIA CAREGIVERS IN GERMANY 


an technology ease some of the burden facing caregivers of elderly people who suffer from dementia? 


That is the question German researchers sought to answer. They developed a questionnaire to try to 
determine whether caregivers would accept new technologies and then conducted 105 in-depth interviews 
with family caregivers, mainly spouses and adult children. As part of the interview, caregivers were 
presented with a list of technical devices that someone could use to help with caregiving. Caregivers were 
familiar with assistive devices such as grab bars in showers, walkers, and wheel chairs but they hardly knew 
about advanced technologies. Yet these technologies could be very helpful in protecting their family 
members and providing support for them. For example, a GPS tracking system could prevent individuals 
with dementia from wandering. An Internet platform could provide an outlet where caregivers could share 
their experiences with each other and find helpful information. Another new form of technology is health 
monitoring through surveillance of the living space. This technology involves sensors that can track any 
unusual activity, including inactivity or suspicious behavior as well as heat sensors for the stove and smoke 
alarm. All these technologies are available to help caregivers. What is needed is a plan to close the 


information gap so that caregivers can take advantage of them. Raising awareness is essential (Kramer, 
2014). 


What Do You Think? 


1. Do you think technology can help caregivers of dementia patients? 


2. What ideas do you have for using technology in dementia care? 


Nursing HoME CARE 


In the past the nursing home was the most common site for care of the frail elderly, but that has changed 
considerably in the past few decades. Between 2000 and 2010 the share of the 65 and older population 
residing in a nursing home dropped from 4.6 percent to 3.1 percent. In 2010 just 3 percent of people 75 to 84 
resided in a nursing home, 10 percent of people 85 to 94, and 25 percent of people 95 and older (U.S. Census 
Bureau, 2014b). The reasons for the decline are numerous and include the availability of alternative forms of 
care, especially assisted living facilities, changes in how care for the elderly is funded, and the preference of 
older people to live independently. 


Staff Turnover in Nursing Homes 


Despite the decline in institutional care, millions of very elderly people still reside in nursing homes. 
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Most residents are women and most care is provided by women. Ninety-one percent of nursing home aides 
are women. They are disproportionately members of minority groups; 30 percent are African American, and 
55 percent are white. In 2015 their average yearly income was $21,820, just slightly higher than the earnings 
of home care workers. In general, training for nursing assistant jobs is brief, between 75 and 100 hours, and 
many direct-care workers receive no training at all (R. Stone and Wiener, 2001). 

The starting salary for nursing home aides is usually the minimum wage, and they receive few fringe 
benefits such as health insurance or pensions. Care is needed on a 24-hour basis, so many of these aides work 
nights, weekends, and holidays. The work frequently requires aides to manually lift patients, which often 
results in back injuries. Each year, nursing assistants are more likely than miners, construction workers, or 
steel mill operatives to be injured on the job. In most cases, opportunities for advancement and participation 
in the planning of care for residents are few, and management-employee relationships are poor (Gregory, 
2001). All these conditions create high levels of stress and burnout. Not surprisingly, turnover among workers 
in these jobs is high, occasionally exceeding 100 percent each year. 

The result of a lack of adequate staff affects quality of care, because patients are so dependent of aides for 
the most basic functions. Forty-seven percent of nursing home patients need some help eating; 21 percent 
cannot feed themselves at all. When nursing homes are understaffed, aides have to push patients to eat 
quickly, so they can manage their workload. In some cases, aides have been seen forcing huge spoonfuls of 
food into patients’ mouths, causing choking. Patients who eat slowly may not be able to complete their meals, 
as overburdened aides move on to other patients. As a result, nursing homes with low staffing levels tend to 
have large numbers of patients with nutrition problems. These homes are also more likely to have patients 
with bedsores (Harrington et al., 2003). To prevent bedsores, which can easily become infected and damage 
underlying muscle and bone, bedridden patients need to be turned or moved every two hours (Collier and 
Harrington, 2008). When aides are in a hurry, they cannot perform this task frequently enough. High rates of 
absenteeism among aides exacerbate the problem. In one study more than 9 percent of nursing aides were 
absent in a single week. High absenteeism was associated with greater use of physical restraints and catheters, 
heavy reliance on pain management, and increased likelihood of bed sores (Castle and Ferguson-Rome, 
2015). 

Federal standards require that nursing home patients receive an average of two hours of care each day from 
nursing assistants and 12 minutes a day from nurses. These are minimum standards, not optimal levels of care. 
Currently, only 46 percent of nursing homes provide even this basic level of care; one-fourth have deficiencies 
that could actually harm patients or even cause injury or death. Because 95 percent of nursing homes receive 
federal funds through Medicare or Medicaid, they must comply with these regulations or lose their funding. 
Yet representatives of the nursing home industry say they cannot afford to hire additional staff unless the 
government increases the amount paid per resident. 


Access to Nursing Home Care 


In 2012 the average annual cost for a semi-private room in a nursing home was $81,000 with costs exceeding 
$100,000 in some cities (Feder, 2015). That is substantially more than the cost of tuition, room, and board at 
even the most exclusive private college. Medicare pays only a small fraction of these costs. Only when an older 
person is released from a hospital to a skilled nursing facility will the government pay for nursing home care 
(Mellor, 2000), and even then only for the first 20 days (see Chapter 5). Medicaid is the primary source of 
long-term care for the elderly and disabled, but individuals have to spend all but $2,000 of their life savings, 
excluding their home, before they become eligible. 

Because states set different income limits to determine eligibility for Medicaid, determining whether 
elderly people are being denied care is difficult. In Illinois, for example, policymakers concerned 


274 


about the rising costs of Medicaid froze nursing homes’ reimbursement rates for a three-year period. Even 
though the cost of care continued to rise, the amount of money the nursing homes received from Medicaid 
did not. As a result, many nursing homes began to limit the number of Medicaid patients they would accept. 
Some stopped taking Medicaid patients entirely and instead admitted only private patients who could pay the 
full cost of care. As one nursing home administrator explained: 
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Many people want to live here because this is a nice nursing home. Yet we routinely turn people away.... We refuse 
admission if someone is on Medicaid even if we have empty beds. It is a calculated risk. We would rather have the bed 
empty. We give preferred admissions to private payers. I have to admit that ... we keep two waiting lists. 
(Harrington Meyer and Kesterke-Storbakken, 2000) 


Another problem is that Medicare currently pays almost three times as much as Medicaid for patient care 
in many states. As a result, nursing homes have attempted to increase the number of residents whose care is 
paid by Medicare, leaving fewer beds available for Medicaid patients (Street et al., 2003). 

As a result of such policies, Medicaid recipients are denied access to many nursing homes. They wait 
longer to gain admission to a nursing home and end up in less desirable homes. Many of those who experience 
these difficulties are racial and ethnic minorities. Yet all racial groups are likely to be affected, given the high 
cost of care. 

Paying for nursing home care through Medicaid imposes many hardships on the aged and their families. 
Medicaid is intended for the needy, yet few middle-class families can afford to pay the costs of nursing home 
care. Consequently, many people who enter a nursing home as private-pay patients rapidly deplete their 
income and assets and thus become poor through a process known as spending down. About 60 percent of 
nursing home residents enter as private payers and then “spend down” their resources so that they are poor 
enough to qualify for Medicaid. About one-third of residents are eligible when they are admitted (Olson, 
2010:137). During the spend down process, Medicaid applicants are allowed to spend their money for 
anything, not just their care. However, they are not allowed to sell or give away resources for less than fair 
market value. For example, they could not sell a home valued at $200,000 to a child for a lesser amount, say 
$50,000. Medicaid has a “look back” period of five years to see whether assets were improperly transferred. 
The look back period was instituted by Congress in 1993 because of suspicion that the middle class elderly 
were sheltering their assets (meaning hiding them) to qualify for Medicaid. Initially assets had to be 
transferred at least three years before an individual applied for Medicaid, but the Deficit Reduction Act of 
2005 increased the look back period for asset transfers to five years. Further, if Medicaid pays for nursing 
home care for an elderly person, federal law requires states to recover the amount Medicaid spent on his or her 
care from the estate after the individual’s death. 

Because members of racial and ethnic minorities have higher poverty rates than whites, they are more 
readily accepted for Medicaid on admission to a nursing home. Using data from the 1985 National Nursing 
Home Survey, Harrington Meyer (1994) found that 56.2 percent of all African American and Hispanic 
nursing home residents were eligible for Medicaid at the time of their admission, compared with only 32.7 
percent of whites. In fact, 33 percent of the Hispanic elderly received Medicaid in 1990 (Lacayo, 1993). 
White men and women are more likely to enter nursing homes as private-paying patients and then convert to 
Medicaid when they have spent down their assets (Harrington Meyer, 1994). 


The Nursing Home as Total Institution 


A nursing home is what the sociologist Erving Goffman (1961) called a total institution. The central features 
of total institutions are the breakdown of the normal barriers that separate the main spheres of life—sleep, 
work, and play—and the handling of many human needs by a bureaucratic organization. Bureaucratic 
management involves the care and movement of people in blocks so that they can be supervised by personnel 
whose chief activity is surveillance. 
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Total institutions can be roughly grouped into five categories (Goffman, 1961). One type is designed to 
serve as a retreat from the world, such as a monastery or convent. Another type is organized to protect the 
community from people who are considered dangerous. Prisons, POW camps, and concentration camps are 
examples of this type. A third kind of total institution is established to pursue some worklike task, such as an 
army barrack or boarding school. Fourth are institutions designed to care for people who are incapable of 
looking after themselves and are perceived to be a threat to the community. Among this type are mental 
hospitals and tuberculosis sanitariums. Those in the fifth category are established to care for people who are 
both incapable and harmless; nursing homes are the primary example of this type of total institution. 
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Adjusting to a nursing home People who have lived independently in a community find the transition to 
institutional life difficult. Several participant-observation studies of life in a nursing home provide an insider’s 
view of how people make the adjustment. 

Sociologist Jaber Gubrium spent several months as a participant observer in a large nursing home he called 
Murray Manor. In his book Living and Dying at Murray Manor, Gubrium (1975) recounted heartbreaking 
tales of people who sold or gave away their lifelong possessions and moved to a nursing home. For the 
residents of Murray Manor, the move meant severing ties with people, objects, and familiar places. People 
sometimes wept recalling some cherished piece of furniture or a comforting daily routine. The most 
wrenching loss was the loss of independence to make even simple decisions for oneself about indulging in 
small pleasures—the walk to the neighborhood doughnut shop for a cup of coffee and a chat with the 
proprietor, or the ability to choose lasagna instead of meatloaf for dinner. As one resident explained: 


It isn't home here. I woulda’ liked to have stayed with the children. We had a cat and I miss that cat quite a bit. I miss 
my little radio and the window I had where you could see the dog in the yard next door. Sometimes I really miss that 
nice little carpet I had next to my bed. I was used to that. (Gubrium, 1975:87) 


Daily life in a nursing home Perhaps the most difficult aspect of life in a total institution is the monotonous 
daily routine. The routine results from pressure on nursing home aides to meet the basic needs of the 
residents. Residents must be fed, dressed, bathed, and prepared for bed. The nursing home itself must also be 
kept clean and orderly. Gubrium referred to this daily routine as “bed-and-body work.” 

Daily life begins with the awakening of residents to prepare them for breakfast. This sounds like a simple 
job, but many residents require extensive help in getting up, toileting, and going to the dining hall. Since the 
night shift ends at 7:30 A.M., nursing assistants must begin awakening the most difficult 
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residents as early as 5:30 A.M. Incontinent patients must be changed and their beds remade if they are wet 
or dirty. When the patients are dressed and ready, those who are able to walk go to the dining hall on their 
own. The others must be taken in their wheelchairs. Patients awakened last are the “feeders,” those who have 
their meals in bed and must be fed by aides. Aides constantly feel rushed and often complain that there isn’t 
sufficient time to do everything (Gubrium, 1975). 
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Nursing home aides are often overworked and 


underpaid. 
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One participant-observation study of nursing homes was conducted by sociologist Timothy Diamond, 
who worked as a nursing assistant in three Chicago-area nursing homes. Diamond experienced the constraints 
faced by staff and residents firsthand. In his book Making Gray Gold: Narratives of Nursing Home Care, 
Diamond (1992) demonstrated how poorly paid nursing assistants struggled to reconcile the care they wanted 
to give with the care they were required to give. They were forced to adhere to the shower schedule long after 
the hot water had run out, to deny food between meals to hungry residents, and to dispense sedatives but not 
aspirin if it was not on a resident’s chart. 

Diamond discussed the effects of the mind-numbing routine on the patients and on the poorly paid, 
overworked staff of nursing aides who served their needs. Every day after breakfast the residents who were not 
bedridden congregated in the dayroom. Diamond observed that there was a notable absence of conversation, 
even though 30 or 40 people may have been in the same room. Rather they sat in their assigned places, some 
slumped over in sleep. 

One morning Diamond was assigned to give Hazel Morris her shower. An active woman, Hazel roamed 
all over the floor in her tennis shoes, wandering from her room to the dayroom and up and down the halls. He 
felt awkward showering a woman and felt that their gender difference permeated their interaction. As 
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Diamond recalled: 


As I blushingly proceeded to help Mrs. Morris, she seemed to sense my embarrassment and attended to it gracefully with 
questions like “You're new here, arent you? How do you like the place? Don’t worry, you'll get used to it.” (P- 86) 


Although it was not planned that a man should give women showers, neither was it planned that a man 
should not give them. What mattered was strictly adhering to the set shower schedule. 

Diamond learned from the inside out how nursing homes operate as industrial enterprises. His book 
shows how the goals of profit-oriented owners and budget-strained state and federal administrators outweigh 
the personal needs of residents. His study also reveals how the mental and physical health of residents and 
workers alike is compromised by an industry and a government determined to minimize long-term-care costs. 


Quality of care Concerns about quality of care in nursing homes are widespread among family members, the 
public, and policymakers. Nursing home residents are frail, elderly people who rarely have a voice in their own 
care. This makes it imperative for everyone to be aware of deficiencies in the care provided and vigilant in 
trying to protect these vulnerable individuals. There are a number of factors that affect the quality of care 
provided in nursing homes. The number of registered nurses on the staff is very important, with facilities that 
have a high ratio of nurses to residents generally providing better care (Kim et al., 2009). Whether a nursing 
home is owned by a for-profit or a not-for-profit organization also has a significant effect on the quality of 
care. In the U.S., two-thirds of nursing homes are investor-owned, for-profit institutions. An analysis of more 
than 900 studies found that not-for-profit facilities delivered higher quality care. Nonprofits had more or 
higher quality staffing and fewer incidents of bedsores. They were also less likely than for-profits to use 
physical restraints on patients and had fewer deficiencies in terms of complying with governmental 
regulations. On average, then, not-for-profit nursing homes deliver higher quality care than do for-profit 
nursing homes (Comondore et al., 2009). Finally, as noted previously, staff turnover rates affect quality of 
care. Nursing homes that have high levels of turnover among their nursing aides generally provide poorer care 
than those with low turnover. With aides poorly paid and overworked, staff turnover is a huge impediment to 
improving care (Collier and Harrington, 2008). 
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Another factor that affects quality of care is the racial composition of residents. Many nursing homes are 
racially segregated. Racial segregation occurs as a result of neighborhood segregation, because frail elderly 
people are likely to reside in nursing homes close to their families and many live in neighborhoods that are 
segregated. Thus, nursing homes are segregated because they mirror the composition of neighborhoods. The 
consequence of nursing home segregation is poorer quality care. Segregated nursing homes are more likely to 
have serious deficiencies in quality, have lower ratios of staff to patients, and have serious financial difficulties 
(Smith et al., 2007). 

Carried to an extreme, poor quality care in nursing homes becomes abuse. In fact, there is little data on the 
extent of elder abuse in institutional settings. The lack of a national study on the prevalence of abuse in 
nursing homes is a major concern, given that the quality of life for neglected and abused individuals is severely 
jeopardized. As Dong (2005), notes, abused residents have poorer functioning, greater levels of dependency, 
poor self-rated health, feelings of helplessness, social isolation, and stress. Further, the data that is available on 
nursing home abuse often relies on self-reports of caregiving by administrators and support staff. This has led 
to speculation that mistreatment of residents may be even more extensive than is generally believed. 

There have been many efforts made to improve the quality of care in nursing homes, yet patient abuse 
remains a continuing concern. Nursing home aides frequently balance a heavy and potentially stressful 
workload with their own personal stressors such as family problems, physical and emotional exhaustion, 
substance abuse, or in some cases, a history of domestic violence. In addition, nursing assistants often receive 
low pay and have poor morale (Schiamberg et al., 2011). 

In recent years, some nursing homes have developed special care units (SCUs) for end-of-life treatment 
for residents with advanced dementia. One study used various measures of quality of care to determine if 
residents in SCUs received better care than residents who were not in an SCU. The researchers used several 
measures of quality of end-of-life care including treatment of pain, prevalence of pressure ulcers (bed sores), 
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use of tube feeding, antipsychotic drug use, advance care planning, and whether relatives of residents were 
satisfied with their care. They found that residents in SCUs had fewer hospitalizations and were less likely to 
be tube fed than non-SCU residents. Relatives of SCU residents also were more satisfied with the care their 
family member received than relatives of non-SCU residents. However, SCU residents were less likely than 
non-SCU residents to be treated for pain, more likely to have pressure ulcers, and more likely to be treated 
with antipsychotic drugs. Thus, residence in an SCU is associated with some, but not all, indictors of better 
quality end-of-life care among nursing home residents with advanced dementia (Cadigan et al., 2012). 

The need to protect the elderly from acts of violence has led to the enactment of a series of laws intended 
to curb elder abuse. These include the Older Americans Act, the Family Violence Prevention and Services 
Act, the Nursing Home Reform Act, and the Civil Rights of Institutionalized Persons Act. In addition, the 
Nursing Home Reform Act protects against elder abuse in nursing homes that receive federal Medicaid funds 
by requiring states to investigate alleged acts of patient abuse or mistreatment. To date, all 50 states and the 
District of Columbia have enacted legislation that requires mandatory reporting by health professionals in 
cases of suspected abuse (Murphree et al., 2002). Although such laws have helped to increase the reporting of 
elder abuse, the problem is still believed to be widely underreported (Schiamberg et al., 2011). 


Families of the institutionalized elderly Once an aged parent is admitted to a nursing home, caregiving 
responsibilities do not end. Family members may visit frequently, do laundry for their relative, and pay for 
extra expenses not covered under the basic nursing home fees. 

Caregiver stress often does not end after an aging parent or spouse is admitted to a nursing home. Indeed, 
sometimes it increases. Some of the added stress is caused by factors unrelated to the nursing home itself, such 
as traveling to and from the 


nursing home for visits, giving up other activities to visit, or paying the extra expenses not covered by the 
basic nursing home fees. 
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SHOULD HIDDEN CAMERAS BE ALLOWED IN NuRSING HOME Rooms? 


hen Doris Racher noticed that small items that she had purchased for her 96-year-old mother were 


disappearing from her room, she installed a motion-activated camera that looked like an alarm clock. What 
she discovered was horrifying. One aide was caught stuffing a latex glove in her mother’s mouth, while 
another taunted her helpless mother. She also saw the aides pick up her mother from her wheelchair and 
roughly fling her on the bed. After the abuse was revealed, one aide pleaded guilty and the other fled the 
country. 

On November 1, 2013, Oklahoma became the third state to allow nursing homes residents to maintain 
hidden cameras in their rooms (Hoffman, 2013). Advocates for nursing home residents argue that the 
cameras are the only way to protect vulnerable individuals, who often are not capable of reporting abusive 
actions themselves. Yet the monitoring of staff and patient activity also raises complex ethical and legal 
issues. One argument against secret surveillance is that it infringes on the privacy of both the resident and 
the staff members. Further, residents may have roommates who may prefer not to have their daily activities 
recorded. Another argument is that recordings may be interpreted incorrectly. In some cases, for example, 
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nursing home residents can become belligerent or combative, forcing aides to use more restraint that would 
otherwise be necessary. What is most important to remember is that hidden monitoring cannot take the 
place of adequate staff training. 


What Do You Think? 


1. Doyou have any relatives or friends who reside in a nursing home? If so, how would you rate the quality 
of care? 


Do you think installing hidden cameras is an effective way to protect residents? 


3. Should signs be posted notifying staff members that monitoring is occurring? 


Nursing assistants provide technical care, but their hectic schedules often prevent them from performing 
the personal care that could make a resident comfortable. As a result, family members often act as mediators 
in conflicts with staff. Conflicts with staff add to their stress, as caregivers who once attended to the every 
need of their loved ones now find they are at the mercy of strangers. Whether the needs are met is a constant 
worry. Foner (1994) found that families continually complained about the staffs failure to attend to specific 
requests. For example, Mrs. Bernard told the crowd at a meeting between staff and family members, “I left a 
laundry bag to put 
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dirty laundry in every day. I explained it to the aides and left a big sign. What do you think? I come and 
the laundry is not in the bag” (p. 117). 

More serious complaints concerned the failure of nursing assistants to follow doctor’s orders: not putting 
on special stockings a doctor had requested for one patient with circulation problems; using the wrong size of 
incontinence briefs, which caused a rash; not paying sufficient attention to the patient’s eating habits. 

Some families have taken matters into their own hands and installed hidden video cameras in the room of 
their elderly relatives. The “An Issue for Public Policy” feature discusses the pros and cons of the use of secret 
surveillance. 

Until recently, family members have had to rely on their intuition in deciding which nursing home is likely 
to offer the best care for a frail relative. Then some researchers developed a report card to help families pick a 
nursing home. The report card includes information on a variety of factors that might affect the quality of 
care, including the number of deficiencies and complaints and the turnover rates among employees 
(Harrington et al., 2003). As report cards become more widely used, they will help improve care because 
families will avoid nursing homes with many indicators of poor quality. 

In recent years concerns about the poor quality of care in nursing homes have triggered a number of other 
reforms. One innovative approach involves efforts to change the culture in nursing homes by altering the 
environment. Pets, plants, and frequent organized visits from children in the community all help to make 
nursing homes more homelike. Some nursing homes also have attempted to give residents more choice about 
daily activities such as bathing, meals or the time to get up in the morning. Evidence suggests that such efforts 
do help to improve the health and quality of life of nursing home residents (Shura et al., 2011). 

The long-term-care system in the U.S. consists of family care, home care, and nursing home care. At each 
level of care there are unmet needs. Often, families struggle for years to maintain their disabled elderly in the 
home, a struggle complicated by a shortage of services. Supportive housing arrangements provide a promising 
solution to the nation’s future long-term-care needs if they can be regulated and made affordable for the 
average person. Placement in a nursing home is usually the last resort, for good reason, because high-quality 
nursing home care is a scarce commodity. The struggle to find an adequate solution to the nation’s long-term- 
care needs is likely to become more pressing as the population ages. The central issues will focus on who will 
provide the care, who will pay for the care, and who will monitor the quality of care. 
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LOOKING BACK 


1. How does the type of care that family members provide to an elderly relative differ depending on the 
caregiver’s gender? Although men and women both feel a sense of obligation to provide care to their aging 
parents, women are more likely to be the primary caregivers to the frail elderly and to provide the greatest amount 
of care. Men and women also tend to perform different tasks. Daughters typically provide hands-on care such as 
feeding, dressing, or bathing. Sons are more likely to help with household chores, financial management, and 
yardwork. 

2. How do the responsibilities of caregiving affect a family members work and personal life? A/though the 
majority of caregivers are not in the labor force, approximately one-third are employed. Caregiving affects work in 
several ways. Even if employed caregivers continue working full-time, caregiving responsibilities may force them 
to work fewer hours, rearrange schedules, and take time off. Some caregivers quit work or retire earlier than 
planned if their caregiving responsibilities create conflicts with their ability to perform their jobs. The psychological 
toll that caregiving takes on caregivers is measured in terms of stress and burden. Surprisingly, although women 
employed outside the home seemingly have a higher burden than nonemployed women, they report less stress. It 
may be that satisfaction from work and contact with the outside world reduces stress, despite greater responsibilities 
from dual roles. 

3. How does an aged person’s need for care affect family relationships? Caregiving may strain family 
relationships, but it may also enhance them. A child may be disturbed by personality changes in an aging parent or 
by the role reversal that may occur when the parent becomes dependent. Siblings may quarrel over the division of 
caregiving tasks. Marriages may be strained when spouses have less time for each other because of caregiving 
burdens. When the burden is shared equally, however, family members may appreciate one another and feel that 
familial ties have been strengthened. 

4. What kind of home and community-based services are available to the frail elderly? Home and community- 
based services help the frail elderly remain in their own homes. Among the services most commonly provided are 
personal care, housekeeping, and case management. Some communities also provide respite care for caregivers, 
adult day care, medical or rehabilitative care, and hospice services. 

5. Can private long-term-care insurance help families to manage the expense and burden of caregiving? 
Although currently only 2.5 percent of long-term-care costs in the U.S. are paid by private insurance, this 
percentage is increasing as people learn that the government does not pay for most services. Yet there are many 
problems to be resolved before long-term-care insurance fills the long-term-care needs for most Americans. One 
problem is that many older people cannot afford to pay the premiums for long-term-care insurance. Many let their 
policies lapse and lose thousands of dollars in payments. Another problem is that private insurers often turn down 
people who need insurance the most, those with major health problems. 

6. How have government regulations and the rise of for-profit nursing home chains affected the availability 
and quality of nursing home care? A growing number of nursing homes are owned by for-profit multinational 
chains that operate facilities 
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in the U.S. and in other countries. These chains are businesses that are responsible to shareholders to show a profit. 
Research shows that the best care is provided by nonprofit homes, especially those that are attached to a religious 
group. 

7. What is life in a nursing home like for the frail elderly? People dread the thought of moving to a nursing home, 
and the adjustment to institutional life is difficult. The monotonous daily routine demanded by bureaucratic 
procedures reduces the quality of life for residents and places pressure on the aides who provide care. Residents are 
often denied the small pleasures that make life worthwhile by aides who are required to maintain a dehumanizing 
schedule. Patient abuse is a continuing concern in nursing homes. Although physical abuse is rare, psychological 
abuse is unfortunately more common. Not so much intentional, abuse results from the frustrations of overworked 


and underpaid aides. 


THINKING ABOUT AGING 


1. What kind of social support would be helpful to stressed-out sandwich-generation caregivers? 
2. Asa concerned citizen or social worker, how would you argue for greater government support of home- 
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based services to the elderly? 

3. Should long-term-care insurance be available to everyone, regardless of health? 

4. Federal standards for nursing home care often conflict with federal reimbursement limits. What is the 
source of this conflict, and how might it be resolved? 

5. Many people fear ending their lives in a nursing home. In your view, what is the worst aspect of life in a 
total institution? If you were a nursing home operator, how would you address it? 


KEY TERMS 


activities of daily living (ADLs) 260 

allostatic load 265 

caregiver burden 264 

caregiver stress 264 

home and community-based services (HCBS) 269 
instrumental activities of daily living (IADLs) 260 
long-term care 260 

“look back” period 275 

nursing home 276 

primary caregivers 261 

Program of All-Inclusive Care for the Elderly (PACE) 269 
role reversal 267 

structural burden 264 

total institution 275 


EXPLORING THE INTERNET 


1. Caregiving has become an important aspect of aging in our society. To learn more about caregiving, go to 
the website for the Administration on Aging (http://www.aoa.gov/). From the main page, link to 
“Programs and Activities,” then open the link to the “National Family Caregiver Support Program.” 
Answer the following questions: 


a. What toll does caregiving exact from families providing long term care? 
b. The national Family Caregiver Support Program promotes five basic services for family caregivers. 
What are they? 


c. What percent of caregivers are assisting two individuals? 


2. The Center for Medicare and Medicaid Services (CMS) (http://www.cms.gov/) is a government 
organization that provides information about health care options for beneficiaries and providers. Go to the 
website and click on the link (https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment- 
instruments/NursingHomeQualityInits/NH QIQualityMeasures.html) scroll down and then answer the 
following questions: 


a. What are the four purposes of nursing home quality measures? 
b. What is the difference between short stay and long stay quality measures? 
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Chapter 13 


Dying, Death, and Bereavement 


Chapter Outline 


Cross-Cultural and Historical Perspectives on Death 
Death in Non-Western Cultures 
Preparing for Death 
A Stage Theory of Dying 
In Thheir Own Words: Choosing Palliative Care 
Managing Death 
The Right to Die 
An Issue for Public Policy: End-of-Life Decisions in Intensive Care Units 
Hospice Care 
Bereavement 
Widowhood 
Aging Around the World: End-of-Life Care in France 
Diversity in the Aging Experience: The Death of a Same-Sex Partner 
The Death of a Parent 
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I. Mexico death is celebrated once a year in a national fiesta, 


EI Dia de los Muertos. 


Looking Ahead 


How have cultural attitudes toward death changed over time? 
How do people prepare for death? 
What are the moral and legal issues involved in care of the dying? 


What is a hospice, and how are hospice patients cared for? 


na a GC 


How does an aged person’s death affect family members? 


n her book On Death and Dying, Elizabeth Kubler-Ross (1970) described a scene recalled from her 
childhood: 


I remember as a child the death of a farmer. He fell from a tree and was not expected to live. He asked simply to 
die at home, a wish that was granted without questioning. He called his daughters into the bedroom and spoke 
with each one of them alone for a few minutes. He arranged his affairs quietly, though he was in great pain.... 
He asked his friends to visit him once more, to bid goodbye to them.... When he did die, he was left at home, in 
his own beloved home, which he had built, and among his friends and neighbors who went to take a last look at 
him where he lay in the midst of flowers in the place he had loved so much. (p. 3) 


The custom of dying in one’s home surrounded by family and friends has largely been abandoned. 
Now death is more likely to take place in a hospital or nursing home in the presence of complicated 
machines that monitor brain waves, heart and pulse rates, and blood pressure. A person who would once 
have expired peacefully might now be kept alive with intravenous antibiotics and a mechanical respirator. 
The technology that has made it possible to sustain life indefinitely raises complex legal and ethical 
issues. How long should life be prolonged? Should people suffering from a terminal illness have a right to 
choose to die? Can physicians legally assist in that process? Who should have priority in obtaining access 
to costly new technology? In contemporary society, these questions have special relevance for the elderly 
and their families. 
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This chapter analyzes dying, death, and bereavement as a social phenomenon. First, we examine beliefs 
and practices regarding death from historical and cross-cultural perspectives, tracing the developments over 
the past century that have transformed the way in which death is viewed in the U.S. Dying is a major life 
event experienced by individuals and their families. We describe this process and then analyze how changes in 
the nature of death have influenced the process of dying. Included here is an analysis of the legal and moral 
issues raised in the debate about euthanasia and the right to die. Then the chapter turns to a discussion of the 
main alternative to euthanasia, hospice care. Finally, we consider the process of bereavement, as we examine 
the impact of a death on a spouse and other family members. 


Cross-CULTURAL AND HISTORICAL PERSPECTIVES ON DEATH 


Just as our behavior throughout life is shaped by our culture, so is our view of death influenced by our society’s 
values, beliefs, and institutional arrangements (V. Marshall and Levy, 1990). Although death is a universal 
human experience, the societal response to death varies according to prevailing attitudes and beliefs. There is 
enormous variation across cultures in how death is perceived and how grief is expressed. 


Death in Non-Western Cultures 
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Eastern thought seeks to discover the unity that underlies apparently contradictory phenomena. What 
Westerners identify as the self is insubstantial in Eastern culture, part of an ever-changing process. One of the 
distinguishing features of Hinduism is the belief in the transmigration of souls, the passing at death of the 
soul from one body to another, giving rise to successive rounds of death and rebirth. Death is a reminder that 
there is no permanent solid self. 

One of the practices associated with Hinduism from the fourteenth to the eighteenth centuries was that of 
burning or burying women alive with their deceased husbands; there are also accounts of widow sacrifice 
occurring in ancient Scandinavia, Greece, Egypt, China, and Finland. In the most common form of widow 
sacrifice, or suttee, a widow or her eldest son was required to light the fire. On her progression to her funeral 
pyre, the widow was the object of public attention as she distributed money and jewels to the crowd. No 
woman who had been unfaithful to her husband could be a safi, or sacrificed woman, so suttee was proof of 
her virtue. A widow who did not choose this prescribed death was doomed to a humiliating life as a penitent 
sinner. 

Suttee was rationalized under Hindu orthodoxy according to the belief that a widow was responsible for 
her husband’s death. His preceding her in death meant that she must have sinned in this or a previous life, for 
in the normal course of events, a woman would die first. By her burning, a widow and her family would be 
guaranteed a position in paradise. More pragmatically, the practice of suttee meant that her husband’s family 
was guaranteed undisputed guardianship of her children and that she relinquished claims over her husband’s 
estate. 

With the spread of British rule and the expansion of Western influence, there arose vehement opposition 
to suttee, especially among British missionaries. Suttee was abolished in Madras, British-governed territory, in 
1830 and was gradually suppressed throughout India. The last legal burning occurred in 1861, although 
reports of suttee continue to the present day (Yang, 1989). 

The dominant religion in Cambodia is Buddhism. Cambodian Buddhists do not fear death because they 
believe that dying is an inescapable part of life and that people who lead a good life and perform meritorious 
deeds for others will be rewarded in their next life. In Cambodia, the bodies of the dead are cremated in the 
fields because few crematoria exist. The ashes are kept at the temple. 

In the 1970s many Cambodians migrated to the U.S. to escape the communist Khmer Rouge regime, 
which killed more than one and a half million people. Today these immigrants are elderly and approaching 
the end of their lives. Many continue to mourn the deaths of loved ones and seek to 


286 


make sense of the suffering they witnessed. Most express feelings of nostalgia for Cambodia and hope to 
return there to die, but few have the funds to realize this dream. More likely they will die in the U.S., where 
they still follow their traditional customs. 

When someone dies, a close male relative becomes an honorary monk for a day to help carry his loved 
one’s spirit to heaven. A monk comes from the temple each day until the Saturday after the death, when the 
funeral is held. Each person at the funeral places a flower in the casket and offers a prayer for the deceased. 
The body is then cremated. One hundred days after the funeral, the monk returns to pray with the family of 
the deceased and to prevent spirits from causing harm (Becker, 2002). 


The transformation of death in the U.S. Since the nineteenth century, there has been a radical transformation 
in how death is viewed and how the dying are treated in the U.S. One factor in this transformation is 
changing demographics. In 1900, more than half the reported deaths involved individuals 14 years old or 
younger. A significant percentage of babies were stillborn. Childhood diseases such as whooping cough, 
diphtheria, and polio took the lives of many young children. Over time, the average life expectancy increased, 
and the chance of dying in childhood or young adulthood greatly diminished. Today, fewer than 3 percent of 
deaths occur among people 14 or younger. Instead, most deaths occur in old age. In 2009, 72.3 percent of all 
deaths occurred among those aged 65 and over, and 30.1 percent occurred at age 85 and over (National 
Center for Health Statistics, 2010). This shift in the proportion of deaths among the young and the elderly is 
called an epidemiologic transition (see Chapter 11). 
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In addition to this redistribution of the number of deaths in childhood and old age, this epidemiologic 
transition was characterized by a shift in the types of disease that were likely to end in death. In the past, acute 
diseases such as diphtheria, tuberculosis, and pneumonia struck and killed quickly. Today, the two major 
causes of death among people 65 and older are chronic diseases: heart disease and cancer. Although heart 
attacks may result in sudden death, heart disease and cancer are often progressive in nature, with death 
occurring only after a prolonged period of illness and decline (National Center for Health Statistics, 2011). 

Death has also become less visible. A century ago most people died in their own beds, and most people 
had an opportunity to witness death firsthand. Now most people die in institutional settings, often surrounded 
by an array of machinery designed to sustain life. This phenomenon has occurred in many other countries as 
well. Increasingly, people die in hospitals or nursing homes (Seale, 2005). 

Once an accepted part of life, death has become a taboo subject. Now the ritual dimensions of dying have 
been replaced by technological processes that not only can prolong life but sometimes bring into question the 
very definition of when life ceases. 


PREPARING FOR DEATH 


A large body of research suggests that attitudes toward death vary over the life course. Death is an abstract 
concept that very young children don’t comprehend. By middle childhood most children have begun to 
understand the notion that death involves a cessation of bodily functions, that it is irreversible, and that it is 
universal; that is, that they and their loved ones will eventually die (Neimeyer and Werth, 2005). This 
understanding may result from the loss of a pet or a family member. In young adulthood, death may be viewed 
as inevitable but distant. Most young people know few people who have died and tend to avoid thoughts of 
death. The deaths they have witnessed may be due to an auto accident or a rare illness, but death for them 
remains relatively abstract. Middle age is a period of taking stock, as time left to live becomes less than time 
since birth. People become aware of impending death not as a general conception but as a personal matter. 
Often their own parents have died and they become aware of the fact that they are next in line. When people 
grow old, they think and talk more about death. They are likely to have seen friends die and may have lost a 
spouse. Although, 
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death becomes less frightening, older people also fear dying in pain and are concerned about the grief their 
death will cause their loved ones. Death anxiety is exacerbated by deteriorating health. It is also greater among 
people living in an institutional setting. Nursing home residents may feel depressed about a loss of personal 
control and isolation from family (Neimeyer and Werth, 2005). They also witness death on a weekly basis. 
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When people grow old, they become more aware of the 


prospect of death. 


© Creatas/PunchStock RF 


As death approaches, people are naturally concerned that they or their loved ones not suffer pain. Many 
are equally concerned about psychological issues: a loss of dignity and autonomy, a fear of being a burden to 
family members. Amy Berman, a geriatric care expert, was diagnosed with advanced breast cancer in 2010. 
Instead of following her doctor’s advice that she should undergo aggressive chemotherapy treatment, Amy 
decided to live life to the fullest. She continued working and took a vacation to see the Great Wall of China. 
In the “In Their Own Words” feature, Amy explains why she decided to focus on quality of life rather than on 
prolonging life. In the next section, we discuss one theory of how people approach death. 


A Stage Theory of Dying 


According to the physician Elizabeth Kubler-Ross, there is a natural progression to the dying process in 
which recognition of impending death proceeds through a series of stages. On the basis of her work with 
dying patients, Kubler-Ross (1970) determined that dying people progress through a series of psychological 
reactions to their situation. In her model, people experience five stages of dying: an early period of denial, 
followed by anger, then bargaining, depression, and finally acceptance. 

When confronted by the prospect of death, a person’s initial response is avoidance or denial of the truth. 
There is a tendency to suppress the information or exclude it from consciousness. This reaction serves as a 
coping mechanism that helps the person to avoid facing an unwelcome reality. Often, the response is, “Oh no, 
it can’t be me. The test results must be for someone else.” Once a person has acknowledged that death is 
inevitable, the reaction changes to anger, which may be manifested as hostility. Caregivers may become the 
object of this anger, or the anger might be displayed by complaints about the food or the quality of care. 
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In Their Own Words 


© McGraw-Hill Education/Andrew Resek 


Choosing Palliative Care 


V \ hen I was diagnosed, I had some sense of what could be possible and what was most important to me. 


For me, it’s all about holding on to function and quality of life, having a good life for as long as possible... 
If you follow my blogs, you can see me jet skiing. You can see me climbing the Great Wall. I work hard, 
play hard, have a good time. I would have had a very bad three years had I made different choices.... There 
are no cures for the kind of cancer I have.... And yet, if you organize care in the right way, at least for the 
time that you have, you can maximize the quality of life. That’s what I’m trying to do. 


Source: Pollack (2013). 


The next phase, according to Kubler-Ross, is the bargaining stage. At this point, the dying person may try 
to strike a bargain with God, to enter into an agreement that will postpone the inevitable. Some promise of 
“good behavior” is offered in the hope that God will grant the person an extension of life. Bargaining appears 
to be a way to postpone the dreaded outcome: “TIl stop smoking if I can live to see my grandson graduate 


from high school.” 
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Eventually, according to Kubler-Ross, some patients come to accept their situation. They acknowledge 
that they are seriously ill, explore dispassionately the issues they are facing, and find productive ways of 
dealing with the changes in their lives. Acceptance does not mean giving up but rather resolving the crisis and 
reaching a personally satisfying adjustment. 

The idea that dying occurs in stages has been subject to a good deal of criticism. A major criticism of this 
theory is that these stages do not occur in a fixed sequence. Some people may not move beyond the stage of 
denial. Others may experience some of the stages but never come to accept the inevitability of death. Some 
people may experience a variety of emotions—anger, sadness, resentment—simultaneously, or a person who 
initially accepts the inevitability of death may die raging against the inevitable. How an individual copes with 
death tends to be similar to how he or she has responded to the other stresses in life (Feifel, 1990). 


Manacinc DEATH 


The Right to Die 


The traditional understanding of the Hippocratic Oath, formulated by the Greek physician Hippocrates in 
the fifth century B.C. and still taken by physicians today, is that physicians shall do no harm. Implicit in the 
oath is the notion that physicians need not take extreme measures to prolong life. Today an increasing number 
of physicians feel that the Hippocratic Oath does not adequately address the realities of a world that has 
witnessed huge scientific, economic, and social changes unheard of in Hippocrates’s time (Tyson, 2001). In 
practice, many physicians have traditionally let terminally ill patients expire peacefully without subjecting 
them to arduous or painful treatment. In recent years, however, doctors have increasingly turned to modern 
technologies whose function often appears to be to keep the patient alive at all costs. 
The ability to prolong life raises ethical questions about the lengthening of the dying process 


289 


and the preservation of human dignity. It poses far-reaching issues for the dying and their families and 
also exposes physicians to new ethical questions and legal liabilities. When should care cease? Should a 
physician assist a terminally ill patient who wants to die? What should be done when a patient’s wishes are 
unknown? How can patients be assured of the highest possible ethical standards in treatment, regardless of 
their age, race, or income? 


Racial differences in attitudes toward end-of-life care Do people’s feelings about the treatment they receive 
when they are critically ill differ based on race? To find out, researchers interviewed relatives of 540 deceased 
participants in the Asset and Health Dynamics among the Oldest Old (AHEAD) study, a nationally 
representative survey of adults aged 70 or older. They asked both black and white respondents about their 
wishes regarding end-of-life care. The researchers found that white participants were more likely than African 
American participants to discuss treatment preferences before death, to complete a living will, and to give 
power of attorney over their affairs to a relative. Among those who made treatment decisions, whites were 
more likely to want to limit care under certain conditions, and to refuse treatment before death if they were 
terminally ill. Blacks were more likely to request all possible life-prolonging care (Hopp and Duffy, 2000). 

These results indicate that important racial differences exist in advanced care planning and end-of-life 
decision making. What explains these racial differences? One answer may be lingering distrust of the health 
care system among African Americans. In the past, black people have not always been treated in an ethical 
manner by doctors and hospitals. For example, in the Tuskegee Syphilis Study, black men who suffered from 
syphilis were allowed to go untreated for more than 20 years, even though a cure was available (Freimuth et 
al., 2001). Another explanation for racial differences in end-of-life decision making may lie in religious and 
cultural differences in attitudes toward death and dying. Studies also show that older whites express greater 
concern about dying alone or in uncontrolled pain while older African Americans have more fears about 
punishment or reward in the afterlife (DePaola et al., 2003). Regardless of the cause, health professionals need 
to be sensitive to racial differences in helping patients with end-of-life decisions. 

The ability of modern medicine to prolong life has changed the nature of public discussion about 
euthanasia. Euthanasia is the act of killing or permitting the death of hopelessly sick or injured individuals in 
a painless, merciful way. It is sometimes called mercy killing. There are two forms of euthanasia: passive 
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euthanasia and active euthanasia. 


Passive euthanasia Passive euthanasia has been recognized for decades. It has been employed in hospitals, 
nursing homes, and other health care settings. It simply involves withholding or withdrawing medical 
treatment from the hopelessly ill. 

In the past, doctors routinely used their professional judgment to decide when to stop treatment and 
withdraw life-sustaining measures. In recent years, as the number of court cases disputing these decisions has 
increased, doctors and hospitals have grown increasingly concerned about being sued if they withhold 
treatment. Consequently, many no longer do so without explicit legal protection (Touyz and Dent, 2011). 

Court cases have revolved around two issues in defining the physician’s right to withhold or terminate 
treatment: (1) the kind of medical care a terminally ill patient desires and (2) the requests of patients who 
want to die to have treatment withdrawn. Such requests assume that any treatment will only postpone the 
process of dying. In an effort to address these issues, court decisions have given physicians the right to honor 
living wills. 

In a living will, individuals specify their wishes for treatment in advance in case they should become 
terminally ill. Living wills may include instructions as to whether life-supporting treatments such as 
mechanical respirators, dialysis machines, tube feeding, or intravenous liquids may be used. They also may 
state whether not-for-resuscitation orders are desired (Cartwright and Steinberg, 1995). Living wills represent 
a means of extending self-determination to people no longer capable of participating in decisions about their 
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should decide the fate of a terminally ill patient? “An Issue for Public Policy” discusses the difficult 
decisions many families have to make for their loved ones in intensive care units. 

All states have enacted legislation that provides for legally binding living wills either in the form of an 
advanced directive from the patient or by the appointment of a proxy who has power of attorney. There is also 
the federal Patient Self Determination Act, which requires all government-funded health providers to give 
patients the opportunity to complete a directive when they are admitted to a hospital (Cartwright and 
Steinberg, 1995). 

Research in Canada, the U.S., and Australia has shown that most people would like the chance to prepare 
some form of a living will (Cartwright and Steinberg, 1995). The problem with living wills lies in how to 
interpret their meaning, for it has become increasingly difficult to define what a terminal illness is and exactly 
what constitutes life-sustaining treatment. Nor is it always clear when such treatment should be withdrawn. 


Active euthanasia The second type of euthanasia, active euthanasia, is also known as assisted suicide. Active 
euthanasia occurs when a physician, close friend, or relative helps an ill or disabled person terminate his or her 
life. It involves taking action to hasten death (Touyz and Dent, 2011). Although there is no legal distinction 
between active euthanasia and assisted suicide (Wekesser, 1995), the common understanding is that assisted 
suicide involves more planning and cooperation between the ill person and the individual who will assist. Yet 
the distinction between active euthanasia and assisted suicide is vague at best, so we will use the terms 
interchangeably. 

Surveys show that public opinion favors physician-assisted suicide for mentally competent patients who 
choose to die if they face terrible pain, an insensate existence, or a life so diminished that death would be 
preferable. Older people are more ambivalent. In 1992, the Gallup organization surveyed 802 randomly 
selected men and women aged 60 or older regarding their attitudes toward suicide and assisted suicide. The 
majority of respondents opposed suicide and were evenly divided on whether physician-assisted suicide should 
be legalized. Those most likely to favor legalizing assisted suicide were white males who were less religious, 
had strained family relationships, and were in failing health (Seidlitz et al., 1995). 

Physicians hold somewhat more complex and nuanced attitudes. A national survey of 2,000 physicians 
sought to determine their attitudes toward various forms of euthanasia including physician-assisted suicide 
(PAS), terminal sedation (TS), and the withdrawal of artificial life support (WLS). Overall, 69 percent of the 
physicians object to PAS, 18 percent to TS, and 5 percent to WLS. Highly religious physicians are more 
likely than those with low religiosity to object to both PAS and TS. Objection to PAS or TS is also associated 


305 


with being of Asian ethnicity, of Hindu religious affiliation, and having more experience caring for dying 
patients (Curlin et al., 2008). In another study, psychiatrists expressed more conservative views regarding 
euthanasia than physicians from other medical specialties. Similarly female physicians were also more likely to 
oppose euthanasia than male physicians (Levy et al., 2013). These findings suggest that in regard to morally 
contested interventions at the end of life, the care dying patients receive will vary based on their physicians’ 
religious characteristics, ethnicity, and experience. 

Assisted suicide remains in legal limbo. In 1997, the Supreme Court ruled that patients did not have the 
right to assisted suicide, but the ruling left open the possibility that states could legalize assisted suicide in 
certain cases. Since then five states, California, Montana, Vermont, Oregon, and Washington, have legalized 
assisted suicide under various conditions. In California, for example, a patient must be diagnosed with a 
terminal illness with six months or less to live. Montana’s law shields physicians from criminal charges. In any 
of the states where assisted suicide is illegal, punishment varies. In Arizona a physician can be charged with 
manslaughter, while in Massachusetts the charge could be as a severe as first-degree murder (ProCon.org, 
2015). 


Proponents of active euthanasia contend that prolonging the suffering of the terminally ill who 
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are in constant pain is inhumane. Noting that euthanasia literally means a “good death,” they argue that in 
a caring society euthanasia should be offered to hopelessly sick persons as an act of love (Humphry, 1995). For 
every argument in favor of assisted suicide, there are counterarguments by those who consider it akin to 
murder and thus never morally justified (Rawls et al., 2009). Opponents compare it with programs used by the 
Nazis to exterminate the medically and mentally handicapped, Jews, homosexuals, and Gypsies. Given the 
strong feelings on both sides, this issue is unlikely to be resolved soon. 
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END-OF-LIFE DECISIONS IN INTENSIVE CARE UNITS 


ost people would prefer not to have extraordinary measures taken to preserve their lives when they are 


terminally ill. They do not want to be on life support or survive with feeding tubes. Yet much end-of-life 
care often takes place in an intensive care unit. 

ICU patients are most impaired and least likely to be able to make their own medical decisions. As a 
result, even when patients have living wills, end-of-life decisions in ICUs are often made by family 
members, who become the patients’ surrogates. Surrogates decide whether patients receive comfort care or 
heroic measures and whether their wishes are honored or ignored. 

Because the decision to provide only comfort care is difficult for a family member to make, much 
unnecessary and unwanted care is provided in the last few months. Such unwanted care can diminish the 
quality of life for dying patients and raise costs for society. According to one study, 59 percent of Medicare 
beneficiaries visited an ICU in the last six months of their lives (Angus et al., 2004). One-quarter of all 
Medicare spending takes place during this period (Goodman et al., 2011). If policies can be adopted that 
can ensure that patients’ preferences are followed, then not only will Medicare spending be reduced but 
patients can live out their final weeks without unwanted treatment. 
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Many end-of-life decisions are made in intensive care units. “An Issue for Public Policy” discusses the 
dilemmas that occur as a result. 


Suicide among the aged In most developed countries, suicide rates increase with age, a pattern that is mainly 
due to the higher incidence among older men (Manthorpe and Iliffe, 2011). Elderly white men are the only 
group more likely to commit suicide than to die in an auto accident. 

There are many reasons rates of suicide increase with advancing age. Old age may be accompanied by 
social isolation, boredom, a sense of uselessness, financial hardship, the multiple losses of loved ones, or 
chronic illness and pain. Older people may also fear becoming a burden to family members. Despair 
sometimes occurs in patients with progressive mental degeneration, as in Alzheimer’s disease sufferers, who 
fear becoming a burden to others and losing their dignity as their 
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mental capabilities are destroyed. They believe that the only way they can die with dignity is to leave the 
world before they lose the ability to make an informed decision. While the evidence on trends in prevalence of 
suicide is not conclusive, there is general agreement that suicide in later life differs from suicide among young 
people. Older people who attempt to commit suicide are more likely to succeed, and those who fail do not 
respond so well to helping interventions (Manthorpe and Iliffe, 2011). 

Depression is the most frequent psychiatric disorder in the elderly, and the reason for most suicides in this 
age group. The elderly who commit suicide are more likely than younger people to live alone and be socially 
isolated, to have experienced multiple personal losses, and to experience chronic pain, disability and 
depression (Manthorpe and Iliffe, 2011). One of the reasons suicide attempts often succeed among older 
people is that they happen without warning, thus lessening the chances of prevention. One study of suicide 
victims aged 21 to 92 found that older victims were more likely to plan their deaths, to use less violent 
methods, and to give fewer warnings of their intentions (Conwell et al., 1998). Another study of attempted 
suicides found that completion rates were highest among people 85 and older (Purcell et al., 1999). Figure 13- 
1 shows rates of suicide by age, sex, and marital status. 


Figure 13-1 Suicide Rates by Age, Sex, and Marital Status.* 
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"The horizontal line marks the average suicide rate for all persons aged 50 or older (men, 39.7 per 100,000; women, 18.5 per 
100,000). 


Source: Erlangsen et al. (2003). 


Hospice Care 


The two extremes of dying in pain or seeking relief by means of euthanasia do not exhaust the possibilities for 
the stricken patient. The goal of the hospice movement is to allow the terminally ill to die easily and at peace, 
without pain, in their own homes, special units of hospitals, or hospice facilities (Saunders, 1980). 


The hospice movement The term hospice means stranger or host. It originated in medieval Europe, when the 
term was used to refer to settings that provided shelter for travelers and care for the ill, weary, dying, and 
abandoned (Siebold, 1992). The first modern hospice was St. Christopher’s, which opened in 1967 in London 
(Saunders, 1980). Hospices recognize the difficulties surrounding death and strive “to make life’s journey 
easier for those who are nearing its end” (Hayslip and Leon, 1992:1). Hospice supporters emphasize the 
quality over the quantity of life and the importance of both physical and spiritual contact between people as 
life draws to a close. 

Hospice advocates view death with dignity as an alternative to the coldly scientific, medical model of 
dying. A central component of hospice philosophy is pain management. Terminal pain is considered an illness 
in itself to be diagnosed and treated according to an individual’s needs. Therefore, drugs are adjusted 
according to need and administered regularly to prevent a vicious spiral of tension, increased pain, and a need 
for a higher dose of medication. According to the hospice philosophy, the best treatment for terminal pain is 
prevention. 
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One tale from St. Christopher’s illustrates why hospice supporters are so opposed to any form of 
euthanasia. One elderly woman arrived at St. Christopher’s severely incapacitated from a stroke. She was 
terribly depressed and had asked first her daughter and then another resident, Mrs. B., if they would get her 
some pills so she could kill herself. A year later with proper care “she has changed her mind; she can walk ... 
and can do crochet. She does not want to die now, her whole outlook has changed” (Saunders, 1980:554). 

The hospice movement in the U.S. was launched in 1974 in Branford, Connecticut. As the idea of a more 
compassionate attitude toward dying spread, so did the hospice movement. By 1991 there were over 1,700 
hospices in the U.S. 


The structure of hospice care In the U.S., hospices are based on one of the following four models. 


» Home-based care is often provided by visiting nurses, professionally trained volunteers, and family 
members. 

» Sometimes hospice care is provided in separate hospice facilities. 

» Some hospitals set aside special wings or wards for hospice patients. 
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» Some nursing homes provide hospice care for their dying patients. Hospice care in nursing homes has 
become the fastest growing trend due to a 1996 ruling that allowed Medicare to cover hospice benefits in 
nursing homes (Miller et al., 2010). 


At first, some nursing home administrators were suspicious of hospice care, viewing it as an intrusion. 
They believed that hospice would be reimbursed for care that the nursing home was already providing, and 
they feared that hospice 
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volunteers might be critical of the care that nursing home staff provided to dying residents. Now most 
administrators realize that there are advantages to having hospice care provided in their facility. 


The goal of hospice is to alleviate pain at the end of life. 


© McGraw-Hill Education/Rick Brady 


There is also evidence that acceptance of hospice as a site for end-of-life care varies by race. A study of 
deaths among nursing home residents found that whites were more likely to die in a hospice, while blacks 
were more likely to die in a hospital. These findings may mean that the African American elderly are more 
suspicious of hospice care than are whites or alternatively, they may mean that there are racial differences in 
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cultural attitudes toward preferences for end-of-life care. Another explanation is that minority residents are 
more likely to reside in poor-quality nursing homes that lack knowledge of end-of-life decision making that 
explores all possible options (Kwak et al., 2008). 

One study found that hospice care was not always effective in nursing homes for several reasons: 


» Hospice volunteers only visited their nursing home patient a few times a week and so they had little impact 
on the ongoing care of residents. 

» Communication between hospice volunteers and nursing home staff was poor, especially with aides who 
provided most of the hands-on care. Aides were busy with their own heavy responsibilities and resented 
what they felt was an added burden. 

® Recommendations made by hospice staff to provide pain relief to dying patients were sometimes ignored, 
because there was little follow-up to make sure instructions were carried out (Parham, 2002). 


This same study concluded that hospice care administered in nursing homes had many problems. 
Although the goal of hospice is to relieve pain in the final months of life, hospice often had little effect on the 
care of dying nursing home residents. As a result, many nursing home residents who were supposed to receive 
pain relief in their final months of life still suffered needlessly. 

Although hospices vary in terms of which model they follow, the basic services they provide are similar: 
medications and treatment; rehabilitation; emotional, social, and spiritual support; and practical support 
(Smith et al., 2008). An aspect of hospice care that distinguishes it from traditional 
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medical care is that family members are also provided care. The family can receive counseling and respite 
support before the death of a loved one and follow-up bereavement care for up to a year after the death. The 
services are provided by a team that includes a registered nurse, a social worker, a physician, clergy, and home 
health aides. Ideally, the services are available 24 hours a day, seven days a week. The care plan is focused on 
pain management, not treatment of the terminal disease. Each care plan is unique and tailored to meet the 
physical, emotional, spiritual, and economic needs of the patient and his or her family during the final stages 
of illness (Pepper Commission on Aging, 1990). 

A problem with home hospice care is that it presumes a family caretaker is present and able to assume 
most of the daily caregiving responsibilities. With an increasing divorce rate, a larger number of families 
headed by single parents, smaller family size, and more women in the labor force, a family member may not 
always be available to care for a dying relative. 


Paying for hospice care ‘There are five sources of payment for hospice services: Medicare, Medicaid, private 
insurance, private pay, and charitable donations. Medicare and Medicaid are the main sources of payment. If 
patients outlive their insurance coverage, their expenses are paid with privately raised funds and charitable 
donations. Table 13-1 shows the sources of hospice payments and the percentage that each source pays. 


Table 13-1 Hospice Primary Payment Source, 1995 
Source of Payment Percentage Paid by Source 
Medicare 65% 
Medicaid 8 
Private insurance 12 
Indigent care 4 
Other 11 


Source: National Hospice and Palliative Care Organization (2000). 


Congress passed legislation in 1982 allowing payment for hospice care through Medicare, the program of 
health insurance for people aged 65 and older. Although policymakers believed that hospice care would be less 
costly than hospital-based care, that has turned out to be a false assumption. Even though dying at home 
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instead of a hospital may be preferable from an individual’s perspective, the savings are minimal because costs 
are simply shifted from one part of the Medicare budget (hospital care) to another (physician and home care 
services). From 2005 through 2009, Medicare spending on hospice care rose 70 percent to $4.31 billion 
(Kennedy, 2011). 

The real issue concerning hospice care is whether containing costs should be the main objective of public 
policy or whether other goals are more important. 

France has taken a very different approach to end-of-life care. “Aging Around the World” describes the 
French approach to care for terminally ill patients. 


BEREAVEMENT 


Widowhood 


It is rather sobering to realize that every person who marries and remains married will one day be widowed, 
unless he or she dies first. Among Americans who are 65 or older, almost half of the women and one-fifth of 
the men have lost their marital partners. With each year that one lives beyond age 65, the risk increases of 
having one’s life partner die. Women have a greater probability of becoming widowed because they typically 
live longer than men and because they are usually younger than their husbands (Carr and Bodnar-Deren, 
2009). 

Widowhood is mentally and physically devastating for most people. The death of a spouse is associated 
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with increased risk of illness and mortality, particularly during the bereavement period (Bisconti et al., 
2004). How is bereavement linked to illness? No one knows for sure. One theory proposes that the stress of 
bereavement has a negative influence on the functioning of the immune system, which protects us from 
harmful microorganisms and strikes down cancerous cells (see Chapter 6 for a discussion of the immune 
system). But that theory hasn’t been proved. 
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Widows who had good marriages often yearn for their 


deceased spouse and hold warm memories. 
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Women as widows There have been many studies of the process of adjustment to widowhood among women. 

The amount of preparation for widowhood varies greatly. In some instances, the partner is felled swiftly 
without warning. In other cases, a person with a terminal illness will live for several weeks or months, giving 
the spouse a chance to grieve and to prepare for the death. Deaths that follow a lingering illness can place a 
great burden of physical care and financial strain on the family; thus when they do occur, grief is often 
tempered with relief. A wife who prepares for widowhood by anticipating the grief and the imminent loss of 
her husband does not experience less grief than one who does not, but she does adjust better to her 
circumstances over the long term. 

Regardless of the medical circumstances, widowhood is difficult. At two months after the loss of a spouse, 
widowed older adults, regardless of gender, are extremely depressed, stressed, and lonely. A widow may 
initially feel that life is not worth living. Although family and friends offer comfort in the first weeks following 
the loss, eventually she is left to face her grief alone. After about a year and a half, feelings of loneliness 
declined, especially for widows who had a strong social support network of friends (Utz et al., 2014). When 
the period of grief and mourning has passed or lessened, some widows find that they enjoy their new 
independence, the free time, and the reduced load of housework. Widows who adjust best are those who keep 
busy, take on new roles, and see friends and family often (Ha, 2008). 

Women react differently to their husbands’ deaths, depending on the nature of the relationships they and 
their husbands shared. For some, the husband’s death means the loss of a unique, deeply loved person with 
whom they shared a multidimensional companionship. In this case, death brings a crushing sense of personal 


312 


loneliness. For others, widowhood means a change in status, the loss of a social position and of a couples- 
oriented lifestyle that cannot be re-created. 

One study examined the effect of marital quality on depression and anxiety among widows and widowers. 
In the Changing Lives of Older Couples study, researchers compared 319 recently widowed men and women 
aged 65 or older with a matched 
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group of people who were not widowed. Although the widows and widowers were significantly more 
likely than the control group to be depressed, marital quality had an important effect on their mood. Those 
who had enjoyed emotionally close marriages and had depended on their spouses for help in handling daily 
tasks experienced greater difficulty adjusting to widowhood than those who had had conflicted marriages 
(Carr et al., 2000). Further analysis showed that positive relations with one’s spouse before death increased the 
bereaved survivors’ yearning but reduced their anger at their loss. Those whose spouses died a painful death 
felt more anxiety and yearning, while those who felt their spouses’ physician had been negligent felt angry. 
These results stress how important it is to help people die a good death, with dignity and free of pain (Carr, 
2003). 
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END-OF-LIFE CARE IN FRANCE 


ne characteristic of end-of-life policy in France is the belief that people should be allowed to die. 


Compared with the U.S., older people in France who become very ill receive much less aggressive treatment 
in the last six months of life. Another characteristic is an emphasis on providing a continuum of services to 
allow the elderly to remain in their own homes for as long as possible (Peretti-Watel et al., 2003). To 
achieve this goal, France uses mobile teams to take services to people in their own homes and in retirement 
communities. Public funds are also available to allow the elderly to hire home helpers to do household tasks 
such as grocery shopping and cleaning. France also has a public health insurance program that pays for 
assistance with activities of daily living, such as bathing and taking medication (Kellehear, 2005). In rural 
areas, France maintains semicommunal housing for older people who become isolated because of the death 
of a spouse or the lack of family living near. 

When the elderly become so frail that they can no longer live at home with assistance, they enter a 
foyer-logement, which is similar to an assisted living facility. Individuals who need more intensive medical 
care move to inites de soins de longue duree, which are similar to a nursing home. 

The important point is that the basic components of end-of-life care in France are similar to those 
available in the U.S. Where the two countries differ is in philosophy about the kind of care that should be 
provided, the way care is financed, and the continuity between types of care. 


What Do You Think? 


1. Should ill elderly people receive aggressive medical treatment? 
2. How can the U.S. improve end-of-life care? 


Research shows that older people who lose a close relative survive longer when they have 
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intimate ties to an adult child. Intimate relationships increase the widowed individuals sense of security, 
and the children attend to the widowed parent’s physical needs. Rates of contact with children and other 
relatives following widowhood vary by race and ethnicity, with African Americans and Hispanics having more 
frequent contact than Asians and whites (Ha, 2008). Among Mexican American widows, in particular, a 
strong social support system and regular church attendance reduce the amount of depression associated with 
widowhood (Monserud and Markides, 2016). 


Although practices are changing, widows still face 


stigma in India. 
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Men as widowers Most older men are married and are likely to have a partner who can care for them if they 
become physically disabled (Arber and Ginn, 2005). Men usually die before their wives, making widowhood a 
less common experience for them. Many older men are totally unprepared to assume the role of widower, 
because they do not expect their wives to die first. In addition, most older men have been cared for by their 
wives for most of their adult lives and so find it difficult to adjust to the practical demands of life on their own. 
Many, for example, have never prepared a meal. Not knowing how to cook, they tend to eat out of cans and to 
skip meals; as a consequence, their health suffers. Widows, by contrast, continue to prepare regular meals and 
maintain their health. 

The traditional male role emphasizes independence, which compounds the problems of widowers. 
Masculine stereotypes make no provision for men to be old, infirm, and unable to cope. In a study, Van den 
Hoonaard (2010) conducted open-ended interviews with 26 widowers aged 60 and older. Many of the men 
reported mixed feelings about needing and accepting help from family members. They were, especially, 
ambivalent about accepting help from their daughters. Although they wanted their daughters to take on many 
of the domestic tasks and responsibilities previously assumed by their wives, they became upset when their 
daughters tried to take control of matters. Other men were reluctant to reach out to their 
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children for help yet felt hurt when their children did not reach out to them and volunteer help. Because 
men were locked into traditional gender-typed expectations and behaviors, they found it difficult to maintain 
quality relationships with significant others. Support groups, which are common for widows, are rare for 
widowers. Although young widowers will most likely remarry, older widowers are much less likely to do so. 
Thus, an older widower may feel, with good reason, that he was one of the unlucky ones. 
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THE DEATH OF A SAME-SEX PARTNER 


hen a man or woman becomes widowed, an extensive social network of family and friends mobilizes to 


provide emotional and physical support. Because same-sex relationships often lack societal recognition, gays 
and lesbians often do not receive the same amount of support from others following the death of a partner. 
Yet their grief is no different from the grief experienced by married couples. The respondents in one study 
of gays and lesbians had been with their partners anywhere from two to 34 years. When their partners died, 
they expressed feelings of loss, loneliness, and depression. Many also mentioned having difficulty adjusting 
to the loss of the caregiver role. Many had provided care for their partners for months and sometimes years 
and endured great emotional and physical hardship in order to keep up with the daily demands of 
caregiving. As their partners became increasingly more ill, they continued to meet the escalating care needs. 
Several respondents mentioned a “crash” following the cessation of care. As one respondent explained, “I 
miss the good feeling I had about myself when I was taking care of James. I had devoted myself so 
completely, using all my mental, physical, and emotional resources, doing something I cared about, believed 
in, and felt was important. Then when he died and the caregiving was suddenly over there was a huge void, 
the loss of feeling good about myself to which I had become accustomed....” (Hash, 2006:132). After a 
period of grieving, however, respondents enjoyed improved physical health, increased social interaction, and 
more time to attend to their own needs. The legalization of gay marriage is likely to help alleviate the void 
somewhat and lead to greater social support for same-sex couples. 


What Do You Think? 


1. What can be done to improve social support for same-sex partners? 


2. Do you know of any same-sex partners who have lost a loved one? 


The widowhood effect One puzzle associated with widowhood is that the surviving spouse has a greater risk of 
dying. This is called the widowhood effect (Elwert and Christakis, 2006). Becoming widow increases one’s 
mortality risk by 48 percent (Sullivan and Fenelon, 2014). There are 


300 


several reasons widowhood can increase the survivor's chance of dying. Married couples have a ready source of 
emotional support and direct care in case of illness. Spouses, especially wives, may promote healthy behavior 
by encouraging a good diet and regular sleeping habits, supervising medication and discouraging risky 
behavior like drinking too much alcohol or smoking. When a spouse dies, many of these benefits may 
disappear. Both widows and widowers report leading less healthy lifestyles than married couples. Widowers, 
in particular, are more likely to smoke, less likely to engage in physical activity and less likely to have contact 
with an extended support network of friends and relatives. 

Gays and lesbians face unique challenges following the loss of a partner. “Diversity in the Aging 
Experience” discusses some of these challenges. 


The Death of a Parent 
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The death of a parent is a natural part of the life course. Most people lose one of their parents when they are 
in their 50s. Because many parents and adult children maintain frequent contact and engage in mutual 
support and exchanges, parents remain central to the lives of their adult children. The death of an adult child’s 
parent represents the loss of a long-term relationship that is important to psychological well-being. The death 
of a parent is a potentially distressing turning point for most adults, because it severs one of the most enduring 
and emotionally significant bonds that individuals have over the life course. The death of a parent may force 
middle-aged children to confront their own mortality and to critically reevaluate their lives and their role in 
their families. The death of an elderly parent typically occurs after a long-term illness that may require adult 
children to serve as caregivers and to participate in difficult decisions whether to prolong life or withhold 
treatment (Khodyakov and Carr, 2009). 

Although any death may be a reminder of an individual’s own mortality, the death of a parent brings this 
message home forcefully. When a person’s parents are alive, a son or daughter has the knowledge that the 
parents are usually there for support. The death of one parent may shake that security; this is especially true 
when both parents die. 

Some research suggests that the loss of a mother is more upsetting than the loss of a father. This may be 
because familial ties are more likely to be maintained by the mother. However, this conclusion may be a 
statistical artifact—that is, since fathers typically die before mothers, the death of a mother in most cases 
represents the loss of both parents and thus is more upsetting. 

A number of factors affect the amount of grieving that occurs after a parent’s death. Some research 
suggests that children who have had poor relationships with one of their parents suffer the greatest grief when 
that parent dies, because they harbor feelings of guilt. Other research indicates that children who have had 
positive relationships with one of their parents are more adversely affected by the parent’s death. Negative 
childhood memories of a parent often correlate with less stress upon the parent’s death, suggesting that the 
death may come as a relief to a child who has had a difficult family history (Umberson and Chen, 1994). 

Sons and daughters react differently to a parent’s death, which is not surprising given that there are 
substantial gender differences in relationships between adult children and their parents (Umberson, 1992). 
Typically, a son reacts to his father’s death in ways that parallel how the father dealt with stress. If the father 
abused alcohol, the son is more likely to increase his own alcohol consumption following the father’s death. 
Similarly, sons who recall their fathers as having mental problems experience more psychological distress. This 
is not true for daughters (Umberson and Chen, 1994). 

The typical response of a daughter to her mother’s death also reflects a struggle to deal with the social 
requirements and dictates of loss. One study examined the responses of 107 married, middle-aged daughters 
to the death of their mothers. Nearly all the daughters described a process of selectively controlling or 
managing their feeling of grief. For example, they mentioned protecting their children from the burden of 
seeing their pain. A few daughters also avoided intense expressions of grief for fear of evoking sibling jealousy 
that they were more loved. 
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Anticipatory grief was a common experience among daughters whose mothers had been ill for a long time 
before dying. One daughter explained the feelings she had when her mother was diagnosed with Alzheimer’s 
disease: “My mother started to die five years ago, and I did my grieving then. I was torn so badly.... I 
mourned when she lived” (Klapper et al., 1994:36). Thus, the daughter’s grief reflected her reaction to her 
mother’s incremental losses as much as to her death. 

Another type of grief was selfish grief. Selfish grief occurred when a daughter wished her mother was still 
alive but felt that she should suppress her yearning because it would be selfish to extend her mother’s 
suffering. One daughter expressed her conflicting emotions at her mother’s funeral, saying she could see her 
mother “lying there so peacefully that I knew she was at peace. And yet, you know, it all comes back to the 
same thing, you'll never see her again” (Klapper et al., 1994:36). Daughters who are caregivers to aging 
parents are likely to be increasingly depressed as the parent nears death. After the parent dies, their depression 
diminishes (Li, 2005). 

We see then that just as customs and practices surrounding death are socially determined, so are the 
expected reactions of individuals. Gender differences in behavior are apparent across the life course, and these 
differences extend to the expression of grief. 
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Modern technology has altered the trajectory of dying and raised ethical issues about when life ends, how 


to protect terminally ill people from needless, dehumanizing, and demeaning procedures, and how to meet the 
emotional needs of the dying person and his or her family. Given the trend toward population aging and the 
fact that most deaths now occur in old age, these issues are likely to become even more pressing in the future. 
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Chapter Resources 
LOOKING BACK 
1. How have cultural attitudes toward death changed over time? There are enormous variations across societies 


and over time in attitudes toward death. Some societies engage in death avoidance while others celebrate the 
communion between the living and the dead. In the U.S. there has been an immense change in the process of dying 
from the nineteenth century to the present. This change is partly due to a shift in the average age of death and the 
association of dying with old age. It is also caused by a change in the causes of death. At one time most people died 
from acute illnesses that struck swiftly. Now people are more likely to die from a chronic illness that leads to a slow 
death. The setting for death has also changed. Most deaths once occurred in the home. Now death typically takes 
place in an institutional setting such as a hospital or nursing home. 

How do people prepare for death? Some people prepare for death by engaging in a life review. A life review is a 
process of reminiscing over one’s experiences and finding meaning in past events. It helps the individual to view 
his or her life as having integrity. 

What are the moral and legal issues involved in care of the dying? Now that modern health technology has 
made it possible to extend life indefinitely, people face ethical and legal issues regarding the right to die. No issue 
has raised more controversy than euthanasia. There are two types of euthanasia. The less controversial form is 
passive euthanasia, the withholding or withdrawal of treatment. Active euthanasia, also known as assisted 
suicide, remains in legal limbo. Although it is illegal in most of the Western world, public opinion supports it 
under certain conditions. 

What is a hospice, and how are hospice patients cared for? Hospices are dedicated to providing death with 
dignity, free of pain. Hospices have expanded in the U.S. since payment for hospice care was allowed under 
Medicare. Although hospice care saves little in terms of public expenditures, it fulfills another objective, that of 
providing high-quality care at the end of life. Hospice care may be provided in several different settings including 
a hospital, a nursing home, or an individual's home. 

How does an aged person’s death affect family members? Every married person who does not divorce or who 
does not die before his or her spouse will become widowed one day. The loss of a spouse is a stressful event that is 
associated with greater risk of illness and mortality. Although the death of a parent is a natural part of middle age 
and middle-aged people lead independent lives, parental death holds great symbolic meaning and represents a 
personal loss that also symbolizes one’s own aging. Sons and daughters react to parental loss in gender-stereotypical 
ways. Sons are more likely to mimic their father’s ways of dealing with stress. Daughters are more likely to consider 
the feelings of others and evaluate their own behavior in light of societal expectations for the proper expression of 
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THINKING ABOUT AGING 


1. 


= 


Which is better, the traditional way of dying at home or the modern way of dying in a medical institution? 
What does your answer say about the culture you live in? 

Many people say they would rather die young than waste away in old age from a degenerative disease. 
What do you think? 

What would you say to a terminally ill person who wants to end his or her life? 

Life-extending medical technology is extremely expensive. Should it be rationed depending on a person’s 
age? Why or why not? 

If you were dying, what kind of care would you prefer to receive and where? Would you refuse life- 
prolonging treatments? Would you want help in ending your life? 
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KEY TERMS 


active euthanasia 290 
euthanasia 290 
hospice 293 

intensive care unit 292 
living wills 290 


passive euthanasia 290 


stages of dying 288 
suttee 286 
widowhood effect 300 


EXPLORING THE INTERNET 


1; 


The National Hospice and Palliative Care Organization is the largest nonprofit membership organization 
representing hospice and palliative care programs and professionals in the U.S. The organization is 
committed to improving end of life care and expanding access to hospice care for people dying in America 
and their loved ones. Go to the organization’s website http://www.nhpco.org and click on the link 
“Hospice and Palliative Care” and then scroll down to “Key Hospice Messages.” Answer the following 
questions: 


a. How many people in the U.S. receive hospice care each year? 
b. According to a Gallup poll, what percent of adults would prefer to die in their own home? 
c. Is there a six month limit on hospice care services? 


Now go to the link on “Advance Care Planning” (http://www.nhpco.org/advance-care-planning). Then 
answer these questions: 


a. What is the purpose of advance care planning? 
b. What information is put in an advance directive? 
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Part Five 
AGING AND SOCIETY 
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bes aging raises issues that extend beyond the family and community to a societal level. The three 


chapters in this section discuss the economic and political aspects of aging. 


Chapter 14 first examines generational differences in economic opportunity over the life course. Next, 
the chapter describes various proposals for reforming the Social Security system and evaluates the advantages 
and disadvantages of each option. In the last portion of the chapter, trends in private sources of income are 
discussed. 


Chapter 15 examines the social and political processes that create gender inequality in old age. It also 
describes the racial and ethnic characteristics of the elderly population in the U.S. Finally, the chapter 
examines how being a minority influences access to income, wealth, and health care. 


Chapter 16 presents research on the politics of the aged and politics about the aged. First, it examines 
the various methods older people use to express their political preferences and asks whether the aged are really 
a powerful political force. The chapter also considers the debates about generational equity and evaluates the 
accuracy of how the issues associated with aging are portrayed. 
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Chapter 14 


The Economics of Aging 


Chapter Outline 


Aging Policy and the Economy 
The Changing Economic Status of the Aged 
Today’s Older Generation 
Income Inequality in Later Life 
The Aging of the Baby Boomers 
An Issue for Public Policy: The Consequences of Student Debt for Retirement Security 
Public Income Sources 
The Status of Social Security 
The Future of the Trust Fund 
Restoring the Trust Fund 
Means Testing 
Privatization 
Private Sources of Income in Old Age 
Employer Pensions 
Diversity in the Aging Experience: Why Lower Income Workers Lack Pensions? 
Aging Around the World: Do Israeli Private Pensions Provide Adequate Income Security? 
Personal Savings 


In Their Own Words: A Secure Retirement through Long-Term Planning 
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I he home is the single most important asset of most 


Americans. 
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Looking Ahead 


How has the economic status ofthe aged changed over recent decades? 
What is the present status of the Social Security system, and what is its future? 
What measures might be taken to ensure the viability of the Social Security system for future generations? 


What is the difference between a defined benefit plan and a defined contribution plan? 


Sun gs Sa Ja iS 


How do personal savings contribute to the support of the aged? 


ammi and Charles Eggleston own a neat, three-bedroom colonial house in a Cleveland suburb where 


they had planned to raise their twin daughters, Sydney and Shelby. Although they never borrowed more 
than they could afford, they are among the secondary victims of the subprime mortgage crisis. The 
problems began when banks made loans to borrowers with little or no credit history, many of whom 
could not even afford a down payment. That was not the case for the Egglestons, who had not borrowed 
more than they could afford and never missed a monthly payment. Many of their neighbors were less 
fortunate and fell behind on their mortgage payments. As one house after another on their street became 
vacant after banks foreclosed, the Egglestons decided that Maple Heights was no longer the ideal place 
to raise a family. Although they want to move, they can’t sell their house, which is now worth less than 
what they paid for it. Mrs. Eggleston worries constantly: “My heart panics every time I drive down the 
street and I see another for-sale sign. Some people on the street couldn’t pay, so they just left. The 
competition to sell is just ridiculous” (Schwartz, 2007). 

As this scene was repeated in cities and towns across the U.S. most of the news stories focused on the 
immediate consequences for families who lost their homes. The economic crisis had an enormous impact 
on the typical American family’s wealth. Between 2007 and 2010 the average family’s net worth declined 
from $126,400 to just $77,300, with most of the loss due to housing prices. During the same period 
median family income fell from $49,600 to $45,800 (Federal Reserve, 2012). These 
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losses in income and assets have repercussions that will reverberate across the whole life course, 
making it difficult for people to fund their retirement and have a secure income in old age. 


How important is it to save for retirement? What is the best strategy for preserving those savings? This 
chapter provides an introduction to the key economic issues facing older people. 

In the first section, we discuss some basic principles of economics and touch on their significance for 
policies concerning the elderly. We then place the present public debate in a historical context. We examine 
generational differences in economic well-being over the life course and describe the forces that have wrought 
significant social change. In the third section of the chapter, we examine proposals for restructuring Social 
Security in the context of the broader framework of the organization of public income sources. 

Social Security restructuring, should it occur, will not take place in a vacuum. Any decreased role for the 
public sector in the provision of income support in retirement ultimately means an expanded role for the 
private sector. In this chapter, we analyze the role of the private sector in providing retirement income and 
discuss trends in access to benefits. Finally, the chapter examines rates of savings by individuals and considers 
whether younger generations are preparing adequately for their own retirement. 


AGING POLICY AND THE ECONOMY 
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Although political, social, cultural, and philosophical issues often make the evening news, many of the most 
compelling problems of the day are primarily economic. Economic problems arise because of the scarcity of 
available resources. A society’s resources consist of gifts of nature such as land, forests, and minerals; human 
resources, both mental and physical; and resources made by humans, including tools, machinery, and 
buildings. These resources are used to produce commodities, which can be divided into tangible goods, such 
as cars or shoes, and services, such as health care and haircuts. Production is the act of making goods and 
services; consumption is the use of goods and services to satisfy wants and needs. 

Because resources are scarce—that is, they are limited in quantity—all societies must decide what to 
produce and how to divide the output among their members. One of the ways in which the economy of the 
USS. is different from that of China or Sweden is in the amount of influence the government has over such 
choices. Some governments, such as ours, lean toward a policy of minimal interference in the economy. 
Others, such as those in China and to a lesser extent Sweden, exert greater control. The central decision that 
policymakers and the public must make is determining what government should do and what should be left to 
the private sector. Some people contend that the U.S. spends too little for valuable commodities such as 
health care and education while the economy is saturated with privately produced goods like cars and electric 
can openers. Others charge that the government does badly what the private sector could do better (Garfinkel 
et al., 2010). 

The primary policy tools of government are the power to tax and the power to spend. The main purpose 
of taxes is to raise money to finance government expenditures on, for instance, the environment, public 
highways, defense, and Social Security. But taxes have other effects. By taking more from one group than 
from others, taxes can change the distribution of income. For example, progressive income taxes that tax the 
rich more heavily than the poor redistribute income across social classes. Payroll taxes, which finance Social 
Security and Medicare, take income from workers to pay for benefits for retirees. Thus, they redistribute 
income across generations. 

Many of the economic debates now occupying center stage focus on issues regarding how best to distribute 
societal resources across generations. In the following section, we examine generational differences in 
economic opportunity. 


THE CHANGING ECONOMIC STATUS OF THE AGED 


Sixty years ago, the elderly were the least privileged group in the United States. Older people, on average, had 
lower incomes than younger people 
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and were at much greater risk of being poor. Since the 1960s there has been a vast improvement in the 
economic position of the aged with rising income and declining rates of poverty. By 2014 people 65 and older 
had the lowest poverty rates of any age group, just 9 percent compared to nearly 14 percent for people aged 18 
to 64 and 22 percent for children (U.S. Census Bureau, 2015b). What explains these improvements in the 
economic status of the aged? 


Today’s Older Generation 


The elderly of today have benefited from the rising tide of prosperity in the post-World War II era. From 
1945 to 1973, the average standard of living improved substantially, even for those with little education. 
Median family income increased by 42 percent between 1949 and 1959 and by 38 percent between 1959 and 
1969 (F. Levy, 1988). The smaller number of people of this generation meant that, in a thriving economy, 
jobs were plentiful (Easterlin et al., 1993). Economic prosperity also was associated with family stability. The 
cohort that reached adulthood in the 1950s had high marriage rates, high birth rates, and low divorce rates. 
More children grew up in two-parent families than at any other time in American history (Cherlin and 
Furstenberg, 1988). Each year since 1970, those turning 65 have had higher levels of education, more stable 
job histories, and higher preretirement incomes (Schulz and Binstock, 2006). Thus, as this cohort has grown 
old, it has benefited from a lifetime of improving opportunity, stable family life, and upward mobility. 
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Improvements in Social Security benefits during this period have also contributed to the increased 
economic well-being of the aged. Between 1969 and 1972, benefits rose significantly and were indexed to 
keep pace with inflation automatically. As the cost of living went up, so did Social Security payments. As a 
result of improved living standards and Social Security benefits, the postretirement decline in income that 
accompanied old age in the past has been reduced substantially. 


People who are now aging are more affluent than their 
‚parents but this trend is unlikely to continue for future 
generations. 
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The benefits of age are even clearer in regard to wealth. Wealth is usually measured by net worth. Median 
net worth is the total value of all assets (e.g., a house, other property, personal savings) minus any debts. As 
Table 14-1 shows, median net worth is low among young adults who are just starting their careers and then 
rises steadily until age 65. After that it begins to decline as people spend down their savings to pay for health 
care and living expenses. Debt is also figured into estimates of net worth. Debt is the amount of financial 
liability an individual brings to retirement. The two largest sources of debt for most families are housing debt, 
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that is, what is owed on a mortgage, and credit card debt. Much of the wealth of older people is tied up in 
their homes. Once the value of the home is excluded from calculations, the net worth of this group falls. For 
example, take a couple with a net 
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worth of $450,000. Although some of their assets come from retirement savings, their home is worth 
$200,000. Once the value of the home is eliminated, their net worth declines to $250,000. 


Table 14-1 Median Family Net Worth by Age, 2015 


Age of Family Head Median Net Worth 
Under 35 $14,200 
35-44 69,400 
45-54 144,700 
55-64 248,700 
65-74 190,100 

75 and older 163,100 


Source: Federal Reserve (2016). 


Because so much of the net worth of older people is housing wealth, some retirees have started using their 
home equity to pay for their retirement. Take George and Mollie Weiner, a couple who are both 80. The 
Weiners were barely getting by on their $1,800-a-month Social Security benefit and $100 monthly payments 
from their Individual Retirement Accounts. But they owned a condominium in Tampa, Florida, which had 
more than doubled in value since they bought it in 1997. So the Weiners took out a “reverse mortgage,” which 
is a loan that does not require monthly mortgage payments. Now they have another $100,000, which they are 
using to pay their living expenses and for extra spending money (M. Rich and Porter, 2006). Still, some 
reverse mortgages are risky and buyers need to be aware of the charges they are paying. 

Will the economic security of younger generations to come continue to improve as they age? Mounting 
evidence suggests that the answer is no. There are several reasons why the aged of the future may have less 
economic security than older people today. 


» First, fewer people are saving for retirement. In 2000, 78 percent of people in the U.S. had some retirement 
savings compared to just 66 percent in 2013 (Helman et al., 2013:17). That means that 34 percent of 
people had no savings for retirement! 


Second is the increase in average household debt. Between 1992 and 2010, the average amount of debt 
among middle-aged families increased from $33,726 to $75,082, the percentage of people approaching 
retirement who had not paid off a mortgage increased, and housing debt rose from 45 percent to 54 percent 
(Copeland, 2013a). 

» Third, fewer people have adequate retirement savings due to the decline in housing prices. Between 2007 
and 2013, home prices in some parts of the country declined by more than 50 percent. As a result, some 
families owe more than their homes are worth and are unable to make their mortgage payments or sell their 
homes. 


Fourth, barely half of 30-year-olds earn more than their parents, a huge decline from the 1970s when nearly 
all adult children outpaced their parents. 


The lack of retirement savings is compounded by the fact that families that fall behind on their mortgage 
payments are more likely to cash in part of their retirement savings. According to one study, falling behind on 
mortgage payments or expecting to fall behind are the strongest predictors of whether families cash in their 
retirement savings. Since millions of Americans were behind on mortgage payments by 2012, this trend is 
ominous for their future income security. People who cash in early face withdrawal penalties plus decreased 
wealth at retirement (Smith, 2011). This trend will make it impossible for older people to tap into their home 
equity to fund their retirement. 
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Finally, there is the issue of the increase in personal debt, an often ignored component of retirement 
security. Debt is the amount of financial liability a family brings to retirement. Until recently, the two largest 
sources of debt for most families have been housing debt and credit card debt. Over the past two decades, the 
average amount of debt among families with a houschold head aged 55 
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or older increased from $33,726 in 1992 to $75,082 by 2010. During this same period, the percentage of 
people approaching retirement with housing debt also increased. In 1992, 45 percent of families with a family 
head aged 55 or older had housing debt compared with 54 percent in 2010 (Copeland, 2013a). A growing 
concern for families is the explosion in student debt, which has transcended credit card debt in many 
households. The “An Issue for Public Policy” feature discusses the effect student debt is likely to have on the 
retirement security of future generations. 


Income Inequality in Later Life 


Although the aged as a group are relatively well-off financially, there is a great disparity between the poorest 
and the most affluent. Some of the income inequality in later life is the cumulative effect of a lifetime of low 
wages (Social Security Administration, 2012). People who are poor in their younger years are likely to be poor 
in old age. Sometimes adverse life events such as widowhood or a prolonged illness cause a precipitous drop in 
income. 

What most separates the low-income elderly from the more affluent is assets. For the majority of 
Americans, assets are the second most important source of income after Social Security (Choudhury, 2001- 
02). Assets include savings accounts, certificates of deposit, stocks, bonds, Individual Retirement Accounts, 
such as 401(k)s, and rental property. People who have asset income have the highest incomes; those with no 
asset income are concentrated in the lowest income group. Stock assets are the most highly skewed. The top 1 
percent of people own almost 50 percent of the wealth from stocks. 

How do some people accumulate substantial assets in old age? Some people inherit assets from their 
parents; others save during their working years. Yet people who save at the same rate can still end up with 
different assets in later life, depending on the investment choices they make. People who have only a small 
amount to invest prefer relatively safe asserts such as checking accounts or real estate; wealthier households 
prefer stocks. Although stocks are riskier investments, they provide higher yields over the long term. Thus, 
income inequality in old age is a result of opportunities people have and of choices they make along the way. 


The Aging of the Baby Boomers 


Members of the baby boom cohort have had fewer opportunities than their parents did. One reason is sheer 
competition. As the baby boomers reached working age, the increase in the supply of young workers had a 
marked negative effect on wages, rates of employment, and prospects for upward job mobility (Easterlin et al., 
1993). 

As a generation, the baby boomers have made decisions that have mitigated to some degree the adverse 
effects of these trends. They have married later than their parents, waited longer to have children, and had 
fewer children. Although there has been a loss in earning power among men, the impact of this has been 
offset by the increased labor force participation of married women, which rose continuously between 1968 and 
2010, both in the percentage of women who work and in the average number of weeks worked per year. The 
incomes of women became crucial to family security, as the share of family income represented by the wife’s 
earnings rose. And because female baby boomers on average have substantially higher earnings than their 
mothers, overall this generation is doing as well as or better than their parents were at the same age. However, 
women’s earnings remain below those of men. On average full time women workers earned 81 percent of 
men’s earnings in 2010 (U.S. Bureau of Labor Statistics, 2010). 

A worrisome trend, however, is that baby boomers have taken on more debt and thus will face more 
financial insecurity in the future. The main reason is that many boomers purchased expensive homes with 
relatively small down payments. They have also borrowed more money than their parent’s generation. Thus, 
they will enter retirement age owing more money on their homes and on other items they have purchased 
with credit cards (Lusardi and Mitchell, 2013). 
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THE CONSEQUENCES OF STUDENT DEBT FOR RETIREMENT SECURITY 


ompared to their parents’ generation, the millennial generation will enter adulthood with a major 


financial burden virtually unheard of in the past. As more and more students have taken out loans to pay 
their college expenses, they have left school with enormous debt. In 2003, overall student loan debt was just 
$0.2 trillion; in 2015, it stood at $1.2 trillion. Student debt accounts for more than one-third of all non- 
mortgage household debt and is now greater than credit card debt. The average recent college graduate 
leaves school owing $31,000 with some owing much more, especially if they obtain an advanced degree. 

There are many reasons for the increase in student debt. Tuition increases are one factor as well as the 
fact that more people are going to college. Further, many parents have taken out college loans to help their 
children, so student loan debt can burden an entire family. Fifty-five percent of individuals aged 21 to 29 
have student loan debt as do nearly 40 percent of individuals aged 31 to 39. 

What are the long-term consequences of the explosion of student debt? One problem is that individuals 
with student loans may find it harder to purchase a home. Having to make college debt payments can make 
it tougher to save for a down payment on a house. Further, banks may reject applicants for home loans who 
have a large amount of debt, particularly delinquent student debt. In 2012, approximately 16 percent of 20- 
year-olds were delinquent in their payments. There is already evidence of a decline in homeownership 
among people in their 30s (Munnell et al., 2016). 

The decline in home ownership is of great concern for income security in old age. Individuals who delay 
buying a home may be less likely to be able to pay off a mortgage before they retire. Some may never be able 
to afford to own a home. Others may buy a less expensive home than their peers who are debt free. Because 
the home is the single largest asset for most people in the U.S., the loss of housing wealth has huge future 
consequences. 

Another problem is that student debt will make it harder for people to contribute to an IRA or 401K, 
two tax-favored savings vehicles. The best time to start saving for retirement is when you are in your 20s, 
yet future generations will be trying to pay off student loans, save for a down payment on a house, and try to 
set aside some money to pay for college for their own children. How much will they be able to save for old 
age? 

Are there are solutions to the student debt crisis? Some political leaders have proposed allowing young 
people to work off their student loan debt through community service. Others have proposed free tuition at 
all public universities. So far, however, no one has taken action. What is critical is that college costs be 
included in all discussions of how to improve income security across the life course. 


What Do You Think? 


1. Have you taken out any student loans? 
2. How much do you think you be able to save for retirement? 


3. What can the government do to reduce the problem of student loan debt? 
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PUBLIC INCOME SOURCES 


The Status of Social Security 


Social Security has worked remarkably well since 1935 (see Chapter 5). Benefits have always been delivered on 
time, automatic cost-of-living increases have protected benefits against inflation, and the program has been 
administered very efficiently. In fact, administrative costs are only about 1 percent of benefits (Schulz and 
Binstock, 2006). In broader terms, the program has removed large numbers of older people from poverty and 
allowed them to live fuller lives in retirement than had formerly been the case. Over its more than 80-year 
history, Social Security has proved to be the most successful program of the American welfare. 

Between 2000 and 2010, attitudes have shifted somewhat toward the view that the U.S. spends too much 
on Social Security, even among groups that traditionally have supported Social Security, like women and the 
elderly. Despite these changing attitudes, the vast majority of citizens in the U.S. believe that the government 
is either spending too little or just the right amount (Quadagno and Pederson, 2012). 

Social Security has received a good deal of publicity that has led to concerns that the program is going 
bankrupt. That is simply incorrect. Some changes do need to be made, however, to ensure that benefits for 
future generations are secure. In the next section, we will discuss Social Security finances and describe various 
options for reform. 


THE FUTURE OF THE TRUST FUND 


At the present time there is more credit in the trust fund than is required for payment of Social Security 
benefits. But by 2033 revenue coming into the trust fund will fall below the level of benefits being paid out, 
and income will cover only about 75 percent of benefits due (Reno and Walker, 2012). That means there will 
not be enough money coming in from payroll taxes to pay all benefits promised. 

Several social changes have contributed to the problem. 


» One change is the aging of the baby boom generation. As boomers reach the age of eligibility for Social 
Security, fewer will be working and more will be collecting Social Security benefits. 

» Another change is that population growth slowed significantly after 1960 as fertility declined. The result is 
more retirees and fewer workers contributing to the trust fund. 

» A third is that people are living longer in old age. As we saw in Chapter 4, people 85 and older are the 
fastest growing population group. 


Declining fertility coupled with increased life expectancy means that as a smaller generation of workers will 
pay for the benefits of a larger number of retirees. In 1960, there were five workers for every single retiree. By 
2025 that ratio will fall to 2.2 (see Figure 14-1). The challenge facing policymakers is determining how to 
solve the problem. The core issue is whether the solution will preserve the basic framework of Social Security 
as a program of social insurance. 


Figure 14- Number of Workers per Social Security Beneficiary, 1960-2075 (projected). 
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In the following section, we evaluate the arguments for and against proposals for Social Security reform in 
the context of how they would alter the structure of public income sources. These arguments are summarized 


in Table 14-2. 


Table 14-2 


Issue 


Restoring the trust fund 


Means testing 


Privatization 


Options for Social Security Reform 


Options 
Raise the age for full Social 


Security benefits. 


Cut Social Security only for 
higher earners or make an across- 


the-board cut for all. 


Reduce the COLA. 


Eliminate benefits for the affluent 


elderly. 


Divert a portion of payroll taxes to 


private individual accounts. 


Pros 


People today are in better health 
and are living longer than when 
Social Security was enacted. 
Social Security benefits already 
peak at age 70. 


Would help restore the trust 


fund’s long-range solvency. 


A less visible way to cut benefits. 


People who have high income do 


not need Social Security benefits. 


Workers might receive a better 
rate of return on their investment 


than what they receive from 
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Cons 


Some older people won’t find jobs 
because of age discrimination. Job 
competition might increase, 
causing wages for younger 
workers to decline. Older 
minorities would see benefits cut 
since they are most likely to retire 
early. 

High earners already receive a low 
return on their payroll taxes. The 
poorest elderly would suffer most 


by any across the-board cut. 


Social Security would not keep 


pace with inflation. 


Means testing could reduce public 
support for Social Security if 
people found they were ineligible 
for benefits when they retired. It 
also could discourage people from 
saving for old age. 

Inequality in old age would rise 
because low-income workers 


would have less to invest. Some 


making contributions to Social people might invest poorly and 


Security. lose all their retirement savings. 


Restoring the Trust Fund 


As we saw in Chapter 5, Social Security is based on the principle that everyone who has contributed to Social 
Security in his or her working years has a right to receive benefits in retirement. Generally speaking, long- 
term solutions for the projected shortfall in the Social Security trust fund that preserve this principle of earned 
entitlement fall into three categories: raising the retirement age, cutting benefits, and increasing revenues. 
Options that would fundamentally change the nature of Social Security involve means testing and 
privatization. 


Raising the retirement age When Social Security was enacted in 1935, the age of eligibility for benefits, the 
Full Retirement Age, was set at 65. For the first time, the U.S. had a quasi-legal national definition of old 
age. In 1956 women were allowed 


313 


to retire at age 62 but with a 20 percent cut in benefits. This same principle was extended to men in 1962. 
The intent of setting the early retirement age at 62 was to encourage retirement and in doing so create job 
opportunities for younger workers. Social Security had the desired effect, and rates of labor force participation 
among men and women declined significantly as workers became eligible for benefits. 

Now, there is a projected financing shortfall of Social Security, and many people feel that it is foolish to 
encourage workers to retire at 62. Instead workers should be encouraged to work longer. To some extent, this 
has already occurred. The 1983 amendments to the Social Security Act raised the full retirement age from 65 
to 67 and increased the penalty for early retirement from 20 percent to 30 percent. Workers also have a 
disincentive to retire even at age 67 because of the Delayed Retirement Credit (which we discussed in 
Chapter 5). The Delayed Retirement Credit was first introduced in 1972. It increased benefits for people who 
waited beyond the Full Retirement Age to claim benefits. At that time the Full Retirement Age was 65, and 
people who delayed retirement received a 1 percent benefit increase for each year they continued working 
beyond age 65. The Delayed Retirement Credit has gradually increased and Social Security benefits now go 
up by 8 percent a year until a worker reaches age 70. Think about what it would mean to get an 8 percent raise 
every year! So workers definitely have an incentive to delay retirement and many now do. 

There are a number of plausible arguments for encouraging people to work longer. When the Social 
Security Act was passed in 1935, average life expectancy was only 61. By 2014 it had increased to over 79. 
Given that older people today are more affluent, healthier, and better educated than their counterparts for 
whom the Social Security system was designed, why shouldn’t they work longer? Are there any drawbacks to 
encouraging people to work longer? One problem with raising the age of 
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eligibility for Social Security is that people who retire at age 62 would have a greater cut in benefits. 
(Olshansky et al., 2015). The result would be a reduction in income for people in their early 60s who may 
have lost their jobs through no fault of their own. Clare Keany, a 62-year-old unemployed woman, lives in a 
tiny trailer in California. She had expected to work until she was well into her 70s so she could pad her 
retirement savings. Then she lost her job as an executive assistant at an advertising agency. After fruitlessly 
searching for a job, her unemployment benefits ran out and she was forced to apply for early Social Security 
benefits to survive. She survives on a meager $1,082 a month from Social Security, much less than what she 
would have received if she had been able to continue working. She will receive a reduced benefit for the rest of 
her life (Rich, 2012). People who lose their jobs in their 60s are likely to have a hard time finding a new job. 
Although age discrimination is illegal, it has not been eliminated. 

Increasing the age of eligibility for Social Security could also make the job market more competitive for 
workers of all ages. If the labor market is flooded with older workers looking for jobs, there will be fewer jobs 
for younger workers. Wages could decline as they did when the baby boom cohort hit the job market. 
Increasing the retirement age won't solve the problem if the unemployment and welfare rolls increase. 
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Increasing the early retirement age also would have a disproportionate impact on racial and ethnic 
minorities. Minorities are more likely than whites to 
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retire earlier, mainly due to poorer health (see Chapter 10). Further, minorities are more likely than whites 
to hold physically demanding jobs that are difficult for older people to perform. Thus, increasing the early 
retirement age could worsen racial and ethnic inequality among older Americans (Kail et al., 2009). 

Despite these pitfalls, the U.S. is not alone in thinking about increasing the retirement age. Other nations 
facing similar problems of aging populations and rising public budgets have chosen this solution. In 2010, 
France raised the minimum age for benefits from 60 to 62 and the normal age for full benefits from 65 to 67 
(Pederson and Quadagno, 2011). Other countries that have raised the retirement age include Argentina, 
Colombia, Germany, Japan, New Zealand, Portugal, Sweden, Turkey, and the United Kingdom. What 
distinguishes these countries from the U.S. is that the retirement age before the reforms was under 65 
(Kollman, 1995). In most of these countries it has been raised only to 62. And it’s important to recognize that 
making people wait longer to collect Social Security is only a partial solution to the predicted financing 
shortfall in the program, just one option in a total package of changes. 


Reducing benefits Another option for eliminating the long-term deficit in the Social Security trust fund is to 
reduce benefits. Benefit reductions can take a variety of forms. (Of course, increasing the retirement age is a 
benefit reduction since people will receive benefits for fewer years, but this option is usually not discussed in 
these terms.) One way to reduce benefits is to tinker with the formula for calculating what people receive. 
This can be done by lengthening the years of work needed for full benefits or by decreasing what wealthier 
people get back. Many countries have adjusted their benefit calculations. France is gradually reducing benefits 
in this way; so are Italy, the United Kingdom, Germany, and Sweden (Bonin, 2009; Pederson and Quadagno, 
2011). 

Another way to reduce benefits is to reduce cost-of-living increases. That way benefits stay the same but 
gradually are worth less because of inflation. Some countries in Latin America and Eastern Europe have taken 
this approach. The problem with reducing benefits across the board is that the effect will be most harmful to 
those who can least afford the cuts. That’s because Social Security is so much more important to low-income 
elderly than it is to higher-income elderly. Older people with the lowest income depend on Social Security for 
81 percent of their income, whereas more affluent people receive only 22 percent of their income from Social 
Security. A fair proposal for benefit reductions should minimize the impact on the most disadvantaged. 


Increasing revenues To keep the trust fund solvent, the U.S. could increase the present payroll tax. Workers 
currently pay 6.2 percent of their earnings into Social Security and employers pay a matching amount. If the 
tax rate was increased gradually by 1 percent over 20 years, from 6.2 to 7.2 percent, it would reduce the 
funding shortfall substantially. A worker earning $50,000 a year would pay 50 cents more a week. This seems 
to be a popular solution. In a survey of 2,013 adults, 83 percent supported this option (Tucker et al., 2013). 

An equally popular option is to eliminate the tax cap on earnings. In 2016 workers paid payroll taxes on 
the first $118,500 of earnings and then nothing after that. So high earners pay no payroll taxes on any amount 
they make over $118,500. Or the tax cap could be increased to cover ALL earnings, which would also help 
reduce the funding shortfall (Tucker, 2013; Tucker et al., 2013). 


Means Testing 


Means testing is a more drastic solution. It would eliminate benefits entirely for retirees with high incomes. 
For example, one proposal would eliminate Social Security for individuals with incomes higher than $110,000 
and $165,000 for a couple. 

Should the U.S. adopt means testing? A major concern is that means testing would discourage saving. 
People who have saved a significant amount of money during their working years would be penalized in old 
age by being denied benefits. Consider what would happen to two individuals who worked for the same 
company and earned the same 
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salary: Sandy was a big spender. He purchased a large house in an affluent neighborhood, drove a 
Mercedes, sent his children to private schools, and vacationed in Europe. His buddy, Bernie, by contrast, 
owned a modest home, drove a Ford, sent his children to neighborhood schools, and visited his parents on 
most of his vacations. Because Bernie lived so modestly, he was able to save a substantial portion of his income 
and invest in rental property. If Social Security was means tested, Bernie would pay a high price for his life- 
long frugality. His savings and income from the rental property would make him ineligible for Social Security, 
whereas Sandy, the big spender, would have no savings and investments and thus remain eligible for benefits. 
Such incentives are likely to produce a system fraught with fraud, with nearly everyone trying to hide income 
and find a way to get benefits. 

The U.S. can learn much from the experience of Australia, which in 1983 introduced a means-tested Age 
Pension program based on income and assets. Each year since then the eligibility criteria have been tightened. 
As a result, each year fewer people are eligible for benefits. On the positive side, Australia spends the least on 
public pensions among developed countries. Critics claim, however, that the Australian system is too complex 
and inefficient. It appears to discourage work in later life as well as saving for retirement, just as we predicted 
above in the case of Sandy and Bernie (Chomik and Piggott, 2015). 

For these reasons means testing is generally unpopular in the U.S. with both liberals and conservatives. In 
one survey, the majority of respondents opposed the idea, including 64 percent of Republicans, 60 percent of 
Democrats, and 56 percent of Independents (Tucker et al., 2013). People still believe that everyone who pays 
into Social Security during their working years should receive benefits in retirement. 


Privatization 


Privatization of Social Security is another drastic solution. Those who support privatization of Social Security 
believe that accounts invested in the private sector are likely to exceed the value of future Social Security 
benefits (Koitz, 2000). Privatization could be accomplished in many ways, but the basic idea is to make people 
more responsible for their own retirement income and the government less so. All privatization proposals 
would shift some of the responsibility for old-age security from Social Security to individuals. One plan would 
replace Social Security benefits entirely with private individual savings accounts. Another partial privatization 
plan would put a portion of the payroll tax into a private savings account, say 2 percent (Beland, 2010). 

Would privatization work well? In 1981 Chile replaced its social security program with a mandatory 
savings scheme. The Chilean system consists of three pillars. The first pillar consists of a means-tested benefit 
to prevent destitution in old age. The second pillar involves mandatory contributions of 10 percent of earnings 
to privately managed individual accounts, and the third pillar is a voluntary plan that allows workers to 
contribute additional savings to privately managed accounts (Arenas de Mesa et al., 2008). 

How well is the Chilean privatization program working? On the positive side, the first pensions paid out 
under the plan were at least 50 percent higher than they would have been under the old system. On the 
negative side, one survey found that 60 percent of the population has little confidence in the new system. 
Indeed, nearly half of all Chilean workers do not pay into the supposedly compulsory scheme. Another 
problem is that workers switch funds frequently, wasting too much money on sales commissions. Further, 
returns from these private funds from 1994 to 1997 averaged only 2.5 to 4.7 percent. Then in 1998 the 
Chilean stock market lost 25 percent of its value and pension funds declined by 5 percent on average (Gilbert, 
2002). Most people would object to a plan that poses so much risk to their retirement savings. 

Of all the possible ways of reforming Social Security, which option do most people favor? Clearly, the 
majority believe that better-off people should pay a higher payroll tax rate. A more likely outcome, however, is 
that reform will involve some 


combination of modest tax increases and reduced benefits. 


PRIVATE SOURCES OF INCOMEIN OLD AGE 


As we saw earlier, Social Security rarely is the sole source of retirement income. People supplement their 
Social Security income with employer pensions, private savings, and earnings (see Chapter 10). Some of the 
problems that have occurred in private pension plans are instructive in evaluating proposals for Social Security 
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reform. 
Employer Pensions 


Defined benefits The first employer pensions were mostly defined benefit plans. These pensions were first 
negotiated between workers and employers in heavy industries such as steel and automobile manufacturing 
and subsequently were extended to workers in other industries (see Chapter 10). Defined benefit plans 
typically pay monthly benefits to a worker at retirement, with the amount based on years of service and prior 
earnings (Gendell, 2008). 

Although defined benefit plans have allowed many workers to retire with a guaranteed income, there are a 
number of problems with this type of pension. One problem is access. Many workers are employed in jobs 
that do not have pensions, especially women and Hispanics. Another problem is related to the vesting rules. 
A vesting rule is the length of time workers must be employed by a firm before they are eligible for pension 
benefits. In the past, employers were free to establish lengthy periods of service, sometimes as long as 30 years, 
before workers were vested. Workers who lost their jobs or took other jobs lost all pension credits. A third 
problem is that many defined benefit plans do not include yearly raises. As the cost-of-living rises, the value of 
the pension declines, so people become poorer as they age. 

The biggest problem, however, is with the funds themselves. A majority of companies filing for 
bankruptcy are now underfunded. This means that the company does not have sufficient funds to cover 
promised benefits (Hawthorne, 2008). A recent example is the Teamsters Union Pension Fund, which pays 
pensions to thousands of retired truck drivers. Although a proposal in 2016 to cut pension benefits for current 
retirees by as much as 50 percent was rejected, the pension fund could run out of money within the next 10 
years (Martin, 2016). Another problem has arisen when companies merge or are taken over by another 
company. In some cases, pension plans have been terminated, and workers have lost benefits they thought 
were secure. 

To curb some of the problems associated with defined benefit pension plans, in 1974 Congress passed the 
Employee Retirement Income Security Act (ERISA). ERISA required companies to establish minimum 
vesting standards, set more stringent funding requirements to ensure that companies set aside enough money 
to pay the benefits they promised, and establish better methods of reporting plan benefits and finances to 
workers (Schulz, 1995). To further protect workers, Congress also created the Pension Benefit Guaranty 
Corporation (PBGC). If a pension plan is terminated because of a merger or takeover and does not have 
enough money to pay the workers their pensions, the PBGC assumes the responsibility for paying the benefits 
owed. Since the PBGC was created, it has assumed responsibility for thousands of pension plans (Schulz and 
Binstock, 2006). 

For a variety of reasons, companies have been reluctant to establish new defined benefit pension plans. 
One reason is that the kinds of companies that traditionally provided these plans like the steel, textile, and 
auto and airline industries have been in financial trouble and no longer want responsibility for pension 
payments for retired workers. Another reason defined benefit plans are disappearing is the decline in the 
power of labor unions. Failing industries force unions to make difficult decisions, such as whether to give up 
benefits for retired workers or lay off active workers. As a result, between 1990 and 2008 the percentage of 
workers with defined benefit plans dropped from 35 to 20 (Hawthorne, 2008). Companies have not 
abandoned their employees completely. Rather, they have switched from defined benefit to defined 
contribution plans. 
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Defined contributions Since the 1980s there has been a gradual shift from defined benefit pensions to defined 
contribution (DC) plans. This trend increased significantly in the 1990s and 2000s, as Figure 14-2 shows. 
What is the difference between these plans, and why are companies making the switch? 


LST nz Participation in Defined Contribution and Defined Benefit Retirement 
2 Plans. 
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Source: U.S. Bureau of Labor Statistics (2008). 


Defined contribution plans represent a different contractual arrangement between worker and employer. 
A DC plan is basically a savings plan with some tax advantages. The worker and employer or the worker alone 
pays a fixed amount into an account that is invested for the worker. The most common defined contribution 
plan is called a 401(k) plan. Benefits at retirement are simply based on the amount that has accumulated in the 
account over the years. Thus, benefits are determined by the amount the employer and employee contribute 
and the results of the worker’s investment decisions (Even and MacPherson, 2006). 

One problem with DC plans is that workers may withdraw the funds before retirement. Although there is 
a tax penalty for early withdrawal, many people still do so when family resources are pinched. 

According to recent estimates, approximately two-thirds percent of employers offer full-time workers a 
retirement plan, but only about half of eligible workers choose to participate. Some workers wait until there 
are older to start contributing, but those who do not contribute on a regular basis starting when they are 
young are likely to have inadequate retirement income when they are old. So coverage is a serious problem 
with defined contribution plans (Munnell and Bleckman, 2014). This is especially a problem for lower income 
workers. The “Diversity in the Aging Experience” feature explains why lower wage workers are less likely to 
participate in an employer-defined contribution pension plan. 
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WHY LOWER INCOME WORKERS LACK PENSIONS? 


Ithough many workers are offered the opportunity to participate in a defined contribution pension plan 


through their jobs, not all take advantage of this chance to save for retirement. What affects an individual’s 
decision to participate? There are several steps involved in having a defined contribution pension plan. 
First, of course, an individual must have a job. Second, the employer must offer a plan. Third, the 
individual must be eligible for the plan, and fourth, the individual must decide to participate. For lower 
income individuals there are two points that reduce the likelihood that they will be participants. The first is 
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steady employment, because many lower income workers move in and out of jobs and/or shift between 
part-time and full-time employment. The second problem is that many lower income people do not work 
for employers that offer a pension option (Wu et al., 2014). 

Some policy experts have suggested that pension coverage could be increased by having all workers 
automatically be enrolled in an employer pension. Yet this solution would not really make a difference, 
because a high percentage of lower wage workers are not employed in companies that offer pensions. What 
would really improve the situation is if all workers had access to full-time jobs that paid well (Wu and 
Rutledge, 2014). 


What Do You Think? 


1. Have you thought about saving for retirement? 


2. If your employer offered a defined contribution plan, would you choose to participate? 


Another problem with DC plans is that participation is voluntary. Those Americans who are most likely 
to participate in a pension plan are high-earning men between the ages of 43 and 57. Participation goes down 
with both age and earnings (Munnell and Sunden, 2004). 

A third problem with defined contribution plans is that they are vulnerable to big fluctuations. When 
stock prices are rising, workers might fare quite well. When prices take a tumble, workers who are close to 
retirement might not have an opportunity to recover their losses. 

A fourth problem with defined contribution plans is that workers sometimes are encouraged or required to 
place all their contributions into company stock. 


© M. Llorden/Getty 


Images 


Do IsRAELI PRIVATE PENSIONS PROVIDE ADEQUATE INCOME SECURITY? 


srael was an innovator in private pensions, which were first established in the 1940s. By the 2000s, most 


people who worked for large corporations or the government had access to a pension. Currently, about half 
of the retired elderly in Israel have pension income. Yet despite a relatively high rate of pension coverage, 
one-fifth of older people in Israel live in poverty. In many other developed countries, just 6 percent are poor 
and in the U.S. less than 10 percent. Why are the elderly in Israel more likely to be poor? 

One reason for the relatively high-poverty rate among the aged in Israel is that few lower income 
workers contribute to a pension plan. Among low-wage workers just one-fifth of working men and one- 
third of working women contribute to a pension while nearly all high-wage workers are invested in a 
pension plan. Private pension coverage is especially low among Arab Israelis, women, and immigrants. 
Thus, private pensions create huge disparities between the poor and the affluent. Another reason for the 
high rate of poverty among retirees is that Israel provides relatively little in government support for the 
elderly. Israel does have a public pension program like Social Security, but replacement rates are low. The 
average Israeli male worker just entering the labor market will receive only 22 percent of his income from 
the government when he retires. 
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In 2008 Israel issued an order that all salaried workers must contribute 17.5 percent of their income to a 
pension plan. As this rule took effect, by 2010, 76 percent of all workers were enrolled in a private pension 
plan. This ruling should reduce poverty among the aged in Israel in the future (Bowers, 2014). 


What Do You Think? 


1. Doyou or your parents have a private pension? 


2. Can you afford to save money for retirement? 


The decline of defined benefit pensions and the rise of defined contribution plans partially reflects a shift 
in responsibilities from employers to workers, from employers saying “we'll do our part” to “we'll 
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do what we can.” It also reflects declining employer paternalism toward workers and increasing 
responsibility by the individual for his or her own income security. Because defined contribution plans place 
more of the decision making and risk on the individual, workers increasingly must take active roles in 
determining their financial future (Hacker, 2006). Yet sometimes those decisions are out of their control. 

Many other countries have more modest private pension systems than the U.S. An exception is Israel, 
which has had employment-based pensions since the 1940s. The “Aging Around the World” 
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examines how the Israeli private pension system works in reducing poverty among the aged. 


Personal Savings 


Private savings are the third component of income in retirement. People are encouraged to save for retirement 
because of tax rules that allow them to put money into special retirement accounts called Individual 
Retirement Accounts (IRAs). There are several types of IRAs. In the Traditional IRA, money is deposited 
into the fund before taxes are paid and then withdrawals at retirement are taxed as income. Under the Roth 
IRA individuals can make contributions after they have already paid their taxes, and then when they retire 
withdrawals are tax free. A third type is the SEP IRA, which lets an employer make contributions into a 
Traditional IRA, which is set up in an employee’s name. This takes the place of contributions to a pension 
fund in the company’s name. The SEP IRAs are typically used by small businesses or self-employed 
individuals. In 2013 the maximum IRA contribution allowed was $5,000 for people under age 50, and $6,000 
for those 50 and older. Younger individuals are more likely than older people to choose the Roth IRA in 
saving for retirement (Copeland, 2013b). 
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There are many advantages to saving early. These children are learning to save their money. 


© wong yu liang/Shutterstock.com RF 


Many Americans recognize that they need to save for retirement and two-thirds of all workers are 
confident that they will have sufficient income to meet their needs when they retire. Yet the national savings 
rate declined from 8 percent of income in 1950 to less than 2 percent by 2004 (Munnell et al., 2005). This 
suggests that people are not saving enough for retirement. Just how much are they saving? In 2011 the average 
IRA account balance was $70,915. Men had an average balance of $114,745, while women had an average of 
only $66,529 (Copeland, 2013b). 
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That may sound like a lot of money but it isn’t enough to last for perhaps 20 or 30 years in retirement. 
Further, 45 percent of people in the U.S. have no retirement savings at all (Rhee, 2013a). 


In Their Own Words 


© McGraw-Hill Education/Andrew Resek 


A Secure Retirement through Long-Term Planning 


I considered it important while working to plan for a retirement career.... Twenty-one years prior to 


retirement I became a licensed real estate agent and broker. Later I added credentials and became a licensed 
mortgage broker and a certified housing counselor. Note that all of these are revenue producing... Travel is 
my passion. With no budget strain I’ve visited several continents and numerous countries. To support this 
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habit, every month I have an automatic transfer to a special account, which I use only for travel and luxury 
wants. One of my daily habits is seeking out coupons and senior citizen discount days or hours.... This 
practice is fun and financially rewarding. 


Source: Ford (2011:71). 


The most important factor in having sufficient retirement income is starting to save when you are young. 
The advantages of saving early are substantial. Consider the experiences of three colleagues, Mary, Joe, and 
Rita, who met at their 30-year college reunion. All three had graduated from the same college and taught in 
the same school district. When Mary was 30, she began saving through her employer’s pension plan. By 
investing $3,000 a year for 25 years, at age 55 she had a nest egg of $236,863. Joe didn’t start saving for his 
retirement until he was 40. His contribution of $3,000 a year for 15 years had grown to $87,973. Rita, whose 
divorce made her a single mother with three children to raise, wasn’t able to begin saving for retire $3,000 
added up to only $19,008 (VALIC, 1996). In the nearby “In Their Own Words,” Clinita Ford explains how 
she planned for financial security to afford a comfortable life in retirement and how she continues to save 
money as a retiree. 

Part of the problem of planning for retirement savings is that no one can predict the future. 


» Not knowing how long you will live makes it difficult to determine how much money you will need for 
retirement. 

» Another uncertainty is created by the labor market. Unexpected periods of unemployment can rapidly erode 
retirement savings (Quadagno et al., 2001). 

» Health is another uncertainty. Even people with high retirement income can find their resources rapidly 
depleted because of a chronic illness or a stay in a nursing home. 


Divorce is also unpredictable and reduces household income for both husbands and wives, especially wives. 


The age of retirement is yet another uncertainty. People who plan to retire at 65 or later may find 
themselves out of a job at a younger age. 

» Finally, no one can predict the future rate of inflation. Income that appears adequate can rapidly lose value 
if inflation is high (Schulz and Binstock, 2006). 


On a more positive note, retirees need less money than workers to maintain their standard of living. They 
pay less in taxes, because they no longer contribute to Social Security and Medicare and because only a portion 


of Social Security 
323 


benefits are taxable. They also no longer need to save for retirement and have no work-related expenses 
like transportation and clothing (Munnell et al., 2011). 

Even among people who save, not all invest their savings wisely. All investment counselors agree that 
people should diversify their retirement savings so that if one portion of their portfolio does poorly, they will 
not suffer heavy losses. 

Savings rates are also low among the elderly because they spend most of their income on basic necessities. 
Spending on essentials (housing, food, transportation, health care, and clothing) accounts for 93.4 percent of 
total household spending among the poor elderly and 87.1 percent among the most affluent elderly. Health 
care costs, in particular, have increased substantially for older people. Among low income elderly, health care 
consumes 28 percent of total income (Federal Interagency Forum on Aging-Related Statistics, 2010). That’s 
because they have poorer health and higher out-of-pocket health care costs than people in any other age group 
(see Chapter 11). 

Most countries today follow an approach for providing retirement income that is similar to that of the 
U.S. They combine public programs with employer-provided pensions and private savings. Where they differ 
is in the nature of the mix. The debate over the future of Social Security really involves deciding how much of 
the mix of retirement income will come from each of these sources. 
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Increased life expectancy, the shift from manufacturing to services, and the increase in the number of 


households where both husband and wife are employed are just a few of the changes that occurred in the 


twentieth century. In both the private and the public sectors, forms of income security in old age are in 


constant transition. A key issue for the twenty-first century is how best to distribute scarce societal resources 


through the mix of social insurance, social assistance, and fiscal welfare to protect individuals and families over 


the life course. 
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LOOKING BACK 
1. How has the economic status of the aged changed over recent decades? For most of the twentieth century, 


being old meant facing a high risk of being poor. In the past three decades, however, poverty among the aged has 
declined faster than it has for other age groups. Today’s elderly have benefited from improved living standards in 
the post-World War II era and are better educated than their parents’ generation. These factors, coupled with 
improvements in Social Security benefits, mean that the postretirement income decline is the lowest ever recorded. 
Now low income is more closely linked to household type than to phase of the life course. However, this trend is 
unlikely to continue in the future. 
What is the present status of the Social Security system, and what is its future? Under current projections, 
the Social Security system will become insolvent some time in the 2030s. That means there will be insufficient 
income coming in from payroll taxes to fully fund the benefits people have been promised. The much-publicized 
concerns about the long-range solvency of the trust fund have undermined public confidence in the program, and 
considerable disagreement exists over how to solve the problem. 
What measures might be taken to ensure the viability of the Social Security system for future 
generations? One proposal would restore the trust fund’s long-range solvency through a package of modest changes 
including raising the retirement age, reducing benefits, and raising revenues. Each of these options has advantages 
and disadvantages, but none is a solution in and of itself. More radical options also are being proposed that would 
fundamentally alter the nature of Social Security. One proposal is to means-test benefits. Means testing is likely to 
raise political opposition because it would discourage personal saving and undermine political support for Social 
Security. Privatizing Social Security has also received a good deal of media attention. Privatization transfers the 
risk of income security in retirement from the government to the private sector. One risk of privatization is that 
some people might invest poorly and have little or nothing when they reach old age. Another problem is that the 
stock market might be in a slump when people are ready to retire. 
What is the difference between a defined benefit plan and a defined contribution plan? Many retirees 
supplement their Social Security benefits with income from pensions. One type of pension is called a defined 
benefit. Workers receive a monthly benefit based on their years of service to the firm and their prior earnings. 
Because defined benefit plans have been subject to a number of problems, the government has passed laws 
regulating them. The Employee Retirement Income Security Act of 1974 required companies to establish 
minimum vesting standards, set more stringent funding requirements, and establish better methods of reporting 
plan benefits and finances to workers. Defined benefit plans have largely been replaced by defined contribution 
plans. Under these plans, workers or employers make contributions into a fund, which is invested on behalf of the 
worker. Benefits in retirement are based on the level of contributions and the success of the investment decisions. 
How do personal savings contribute to the support of the aged? Personal savings currently pay for only a 
small proportion of retirement income. Although Congress has passed many tax rules to encourage people to save 


money, few have saved enough, a problem that is especially apparent among young people. 
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THINKING ABOUT AGING 


1. 
2. 


Social Security obviously benefits the aged. How might it benefit younger age groups? 
Of the three ways to restore solvency to the Social Security trust fund—raising the retirement age, 
reducing benefits, and increasing revenues—which would you favor? Why? 
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3. Would you favor means testing of Social Security beneficiaries? Why or why not? 

4. Aside from the need to find a solution to the looming Social Security crisis, what other benefits might 
privatization of the federal pension program bring? 

5. Could the federal government do more to encourage people to save for their retirement? Be specific. 


KEY TERMS 


defined benefit 318 

defined contribution 319 

Delayed Retirement Credit 314 

early retirement age 314 

Employee Retirement Income Security Act (ERISA) 318 
full retirement age 313 

Individual Retirement Accounts (IRAs) 322 

median net worth 309 

Pension Benefit Guaranty Corporation (PBGC) 318 
privatization 317 

Roth IRA 322 

SEP IRA 322 

Traditional IRA 322 

vesting rules 318 


EXPLORING THE INTERNET 


1. Go to the website of the Social Security Administration (http://www.ssa.gov/) and click on Apply for 
Retirement. Click on the link to When to Start Receiving Benefits (https://www.ssa.gov/pubs/EN-05- 
10147.pdf) and answer the following questions: 


a. At what age will you receive the highest Social Security benefit? 
b. Can you keep working and still receive your Social Security benefit? 


2. Continue reading this article. Now answer the following questions: 


a. Ifyou delay retirement beyond age 65, should you still sign up for Medicare? 
b. What happens if you fail to sign up for Medicare when you become eligible at 65? 
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Chapter 15 


Poverty and Inequality 
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A. the elderly are less likely to be poor than younger 


adults, there is still great income inequality among the aged. 


© Design Pics/Con Tanasiuk RF 
328 


Looking Ahead 


1. 


mn 3 Je 


What is the theory of cumulative disadvantage, and how does it explain gender, racial, and ethnic differences in material 
well-being among the aged? 

How do gender and marital status affect a person’s eligibility for Social Security benefits? 

How does the Social Security benefit for spouses operate? 

How do gender and marital status affect a person’s eligibility for employer pensions? 


How do racial and ethnic groups vary in terms of their economic security in old age? 
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ixty-four year old Ethel Roberts moved from her home in Alabama to Washington, D.C., when she 


was in her 20s. After working for several years caring for the elderly, she married and became a stay-at- 
home mom to her two children. Now she is divorced and works nights at the Christian Community 
Group Home, making $8.50 an hour. Out of this meager salary, she pays $390 a month in rent, and 
spends another $100 a month on food. She can’t afford a telephone or a visit to her brother (Shulman, 
2006). 

Nate and Selma Fiske are snowbirds. They spend their winters in Fort Lauderdale, Florida, in a 
pleasant condominium community, and their summers in 
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their hometown of Springfield, Massachusetts. Nate is a retired accountant, Selma a retired 
bookkeeper. They live comfortably on Nate’s pension, the income from their investments, and their 
Social Security benefits. The two have a large network of friends, retirees like themselves, with whom 
they spend time playing golf and bridge, catching the “early bird” specials at local restaurants, and 
enjoying visits from children and grandchildren. 


Emma and Samuel Thompson, an African American couple, have been married 40 years. Both are in their 
late 60s, and both still work fulltime. The couple is raising their two grandchildren, Alisha, age 7, and Martin, 
age 5. Emma works on the janitorial staff of a large state university. Her shift begins at 5:00 A.M., so she 
rouses her sleepy grandchildren at 4:00 A.M. to make sure they eat a healthy breakfast and get ready for school. 
After she leaves, Alisha and Martin do their chores, then watch TV until the alarm on the kitchen clock 
reminds them to head for the corner, where the school bus picks them up at 7:20. Samuel works at 
construction sites, doing whatever work he can find. Both Sam and Emma would like to retire, but they can’t 
afford to stop working. They have another generation to raise. 

As these three vignettes indicate, people over 65 are no more alike in race, gender, social class, geographic 
distribution, or living arrangements than are people in their 20s or 30s. Some struggle to make ends meet, 
others live comfortably, and a very few are wealthy. 

In this chapter we will explore inequality among the aged in the distribution of income, wealth, prestige, 
and power. Throughout this book, we have addressed issues of inequality based on race, gender, and ethnic 
origin in regard to such topics as work in later life (Chapter 10), health (Chapter 11), and care of the frail 
elderly (Chapter 12). We have also considered how social class affects family relationships (Chapter 8) and the 
distribution of income (Chapter 14). In this chapter, we focus primarily on economic stratification among the 
aged. We first analyze the social and political processes that create gender inequality in old age. Next we 
examine the racial and ethnic characteristics of the older population, and finally, we describe how minority 
status affects access to income, wealth, and health care in later life. 


AGING AND SOCIAL STRATIFICATION 


The basic sociological approach to stratification views inequality as a product of social processes, not innate 
differences between individuals. All human societies use sex, age, and kinship to assign people to social roles 
and to rank individuals in a hierarchy. For example, the old are usually given authority over the young, males 
over females. These rankings create the most basic forms of inequality and thus form the simplest type of 
social stratification. As societies become more complex in the division of labor, more complex types of social 
stratification emerge. 

Class stratification appears in societies with growing economies, which require the specialized expertise 
that creates a ranking within the occupational system. The dimensions of social class include economic 
variables such as income and wealth, prestige variables that refer to a subjective ranking, and power, such as 
political participation and the distribution of justice. When a full system of stratification is in place, “social 
positions are ranked in terms of importance, rewarded differentially, acquired by individuals (and thus their 
families) and transmitted over generations” (Rossides, 1997:12). The study of inequality is the study of social 
stratification systems. The central question in the study of stratification is how social inequality is produced, 
maintained, and transmitted from one generation to another. 


342 


The Theory of Cumulative Disadvantage 


The theory of cumulative disadvantage provides a life course framework for analyzing stratification systems 
among the aged. According to this theory, inequality is not a static outcome but rather is a cumulative process 
that unfolds over the life course (O’Rand, 1996a). The central premise of the theory is that although people 
may move up or down the social ladder, generally those who begin life with greater resources have more 
opportunities to acquire additional resources, and those who begin 
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life with little fall further and further behind. Inequality is not random among the aged; rather, patterns of 
who is systematically disadvantaged and who is advantaged exist. Although Social Security and Medicare 
provide a cushion of support for millions of older people, they do not reduce inequality (Hudson, 2016). 
Thus, the causes of the patterned differences in opportunities over the life course can only be understood in an 
historical context. 


Income and Poverty 


Since the 1960s, when more than 30 percent of the elderly were poor, the economic circumstances of people 
over 65 have improved significantly. But not all older people have shared equally in these gains. The minority 
aged are more likely to be impoverished than whites and older women more so than men (Sullivan and 
Meschede, 2016). 

The poverty rate is the percentage of people below the poverty level. Among the older population as a 
whole, poverty rates are lower than they are for people of other age groups. In 2014, 10 percent of Americans 
aged 65 and older had incomes below the poverty level—a rate slightly below that for the population as a 
whole (U.S. Census Bureau, 2015d). But certain subgroups of the elderly had very high poverty rates. As 
Figure 15-1 shows, married couples fared better than the single elderly; the Hispanic and black elderly fared 
worse than whites. Among all racial groups, however, women have higher poverty rates than men (Social 
Security Administration, 2014d). 


Figure Poverty Status, by Marital Status, Sex of Nonmarried Persons, Race, and 
15-1 Hispanic Origin, 2012. 
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Source: Social Security Administration (2014d). 


Income disparities by race and ethnic origin are due in part to differences in sources of income. Social 
Security makes up a larger share of the total income of minorities than it does of whites, who are more likely 
to have other sources of income. 
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Figure 15-2 shows income sources among people 65 and older by race and ethnicity. The largest source of 
racial disparity is income from assets—stocks, bonds, and rental property (Social Security Administration, 
2014d). In 2014 only 39 percent of African Americans and 33 percent of Hispanics aged 65 and older 
received income from these sources, compared with 65 percent of whites. Asians had more asset income than 
other minorities. Whites were also more likely than either African Americans, Asians, or Hispanics to receive 
income from pensions. As a result of these disparities, Social Security benefits are a much more important part 
of the income of older minorities than they are for whites. Even though women and minorities depend more 
on Social Security benefits for income than do white men, the benefits they receive are lower, as Table 15-1 


shows. 
Figure Sources of Income of People Aged 65 and Older, by Race and Hispanic 
15-2 Origin, 2014. 
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Source: (Social Security Administration, 2014d). 


Table 15- Average Monthly Social Security Benefit for Retired Workers by Gender and Race, 
1 2009 


White Black Other 
Men $1,348 $1,120 $972 
Women 1,025 960 836 


Source: Social Security Administration (2010). 
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Women are also less likely than men to receive income from private pensions. As Table 15-2 shows, 30 
percent of white men 65 and older received income from a pension in 2002 compared with just 23 percent of 
white women. A similar pattern existed for African Americans and Hispanics. Further, women and minorities 
who do receive pensions have benefits lower than those of white men. Regardless of race or ethnicity, women 
are less 
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likely than men to receive pensions, and the amount of pension income they receive is lower. 


Table Percentage of People Aged 65 or Older Receiving Pension Income, by Race, Sex, and 
152 Hispanic Origin, 2002 
White Black Hispanic 
Men 30 17 10 
Women 23 14 9 


Source: Social Security Administration (2005). 


These figures clearly document that inequality in old age is not random but rather demonstrates a 
persistent pattern. How, then, can we explain this pattern? The answer lies in a process of cumulative 
disadvantage associated with employment patterns over the life course. To a large extent, an individual’s work 
history determines his or her income security in old age. 


GENDER INEQUALITY IN OLD AGE 


Patterns of Gender Inequality 


Gender inequality in old age reflects the consequences of the gender division of labor in the household and 
the effect of women’s familial responsibilities on their career patterns. Although women have always 
performed the bulk of the unpaid labor in the home, in the past half century the amount of paid labor they 
perform has increased dramatically. Between 1960 and 2009, the labor force participation rates of married 
women rose from 30.5 to 70 percent. Equally striking is the rise in employment among mothers. In 1950, 
only 13.6 percent of mothers with children younger than 6 and 32.8 percent of women with children aged 6 to 
17 were in the labor force. In 2009, by contrast, 62 percent of women with children under age six and 77 
percent of women with children ages 6 to 17 were in the labor force. (U.S. Bureau of Labor Statistics, 2010). 
That is a remarkable transformation. Despite these gains in employment, wage inequality remains a pressing 
issue. Over the past four decades women’s earnings have improved relative to men’s earnings. Yet a large wage 
gap remains. In 2014 women who worked full time, year round, still only earned 79 percent of what men 
earned. The median earnings for women were $39,621 compared with $50,383 for men (Hill, 2014). 

Since 1965 women have reduced their housework hours almost in half, while men’s housework time has 
almost doubled during this period (Bianchi et al., 2000). Yet women still do more household chores than 
men. And of course, most divorced and unmarried mothers carry all of the burden of household labor. In “In 
Their Own Words,” two women describe their daily schedules as they tried to coordinate work responsibilities 
with family demands. 

Because women shoulder a disproportionate share of household labor, their familial responsibilities 
frequently disrupt their employment. Today, most women who are 65 or older have moved in and out of the 
labor force to care for children and aging parents. Although younger women are considerably more likely than 
older women to have continuous labor force participation, women of all ages are still more likely than men to 
be out of the labor force (U.S. Bureau of Labor Statistics, 2009). 

Marriage does have a positive effect on a woman’s financial situation in old age, but the majority of older 
women will spend many years without a husband, because of either widowhood or divorce. As Figure 15-3 
shows, income is lowest for women living alone. 
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iStathew eee Median Household Income by Household Type and Age of Householder, 
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$54,069 
65 to 69 $60,082 
$49,495 
$46,501 
70 to 74 $51,979 
$41,247 
$38,616 
75 to 79 $45,491 
$33,606 
$31,368 HB All persons 
80 and older $39,064 L] Male householders living alone 
$26,496 El Female householders living alone 


Source: Social Security Administration (2014d). 


Being single poses a particularly serious threat to the economic security of elderly minority women for 
several reasons. Many black and Hispanic women have limited work histories, low lifetime earnings, and no 
personal pensions. They are also more likely than white women to be married to men with low earnings and 
little pension coverage. While all women who become widowed or divorced experience a significant loss in net 
worth, this loss is far greater among African American and Hispanic women than among white women 
(Angel et al., 2007). 


The costs of a disorderly work history can be high, for women who move in and out of the labor 
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force to care for their families are penalized by rules that determine levels of Social Security benefits and 
access to private pensions. Thus, women’s familial responsibilities over the life course are reflected in the 
distribution of economic resources in old age. 


In Their Own Words 


© McGraw-Hill Education/Andrew Resek 


The Gendered Division of Household Labor 


Many married women work two jobs, one that involves paid employment, the other as nonpaid domestic 


labor caring for their families. Cecile and Annie describe their years of working full-time outside the home 
and having primary responsibility for most household duties. 


Cecile: And I found that...I was just so tired when I came home I couldn't do anything. And of course, Id worked 
for 25 years and raised five children, you know. And I worked all day long, and of course when the children 
were younger, I used to come home, even at lunch and put a roast or something in the oven and fix some- 
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thing for supper where I could just stick it in when I came in before the girls got larger, you know, where 
they could do it.... And it was just when I came home, it was just go go go right on ‘til the end, you know, to 
go to bed. 

Annie: Je was important that we do our jobs and so that had to come first and everything else was built around 
it.... Like bright and early every morning you're up and you get the kids off to school and get your husband 
off to work and then you get ready to go to work, and you put in your day and stop off on the way home 
getting groceries, come in, fix supper, do dishes, do a couple of loads of laundry, run the sweeper and 
whatever has to be done.... It was wild. I don’t know how I ever did it. 


Source: Calasanti and Slevin (2001:128-29). 


A any women work full-time and also assume 


‚primary responsibility for household tasks. 


© Photodisc/Getty Images RF 


Inequality in Social Security Income 


Women obtain access to Social Security benefits in two ways. The first is through their history of paid work; 
the second is through their unpaid household labor, as dependents of male breadwinners (Williamson and 


Rix, 2000). 


Paid work and eligibility for Social Security Social Security is an extremely important program for women. Of 
Social Security beneficiaries aged 62 or older, 58 percent are women; 71 percent of beneficiaries 85 or older 
are women (Social Security Administration, 2005). As we saw in Chapter 5, people who have the highest 
lifetime earnings receive the highest benefits. Historically, women have had lower earnings than have men. In 
1959 women’s earnings averaged just 60 percent of men’s earnings. That ratio has since improved, and by 
2009 young women aged 20 to 24 earned 93 percent as much as men and women aged 25 to 34 earned 88 
percent as much as men. Overall, then, there has been a significant improvement in women’s earnings (U.S. 
Census Bureau, 2011a). The decline in the earnings gap will improve economic security for younger women, 
but women still earn less than men. 

Social Security also rewards people who have stable work histories. Benefits are based on what a worker 
has earned over 40 years, excluding the 5 years of lowest earnings or 5 years of zero earnings. A person who 
worked continuously with no break receives higher benefits than someone who had periods out of the labor 
force. Because of their familial responsibilities, relatively few older women have contributed to Social Security 
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the full 35 years. Among people currently receiving Social Security benefits, men on average have zero 
earnings for only one year out of 35; women average zero earnings for 12 years (Harrington Meyer and Herd, 
2010). 

There have been numerous options proposed for calculating Social Security benefits to take women’s 
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work histories into account. The main approach is based on a strategy of gender recognition. This 
approach presumes that gender equality can be achieved only by taking into account the differences between 
men and women and taking measures to compensate the disadvantaged sex (Sainsbury, 1996). One proposal 
based on this approach would eliminate the penalty mothers pay for taking time out of the labor force to care 
for their children by removing periods of child care from the computation of Social Security benefit levels. 
Another proposal would provide child care credit under a special minimum benefit (O’Rand, 1996b). 

Although the idea of crediting parents for child care responsibilities has been criticized for being too 
complicated to administer, other countries manage to do so. In Germany, for example, the Pension Reform of 
1986 credited a mother (or father) with 75 percent of average earnings for one year for each child raised. In 
1992, the number of child care years credited rose to three per child. In France, a parent who has stayed home 
to care for a child is credited with two years of paid labor force participation for each child. In Canada, the 
years in which a person stays home to care for a child under age 7 are dropped from the calculation of the final 
pension benefit. In these countries, family caregivers won’t have years of zero contributions added into their 
total contributions as they would in the U.S. (O’Grady-LeShane, 1993). 

Because younger women today work more continuously than did women of older generations, the gender 
disparity in Social Security benefits may decline in the future. Yet even by 2030 it is estimated that only 40 
percent of women will have contributed to Social Security the full 35 years. 


Unpaid work and eligibility for Social Security Women also obtain access to Social Security benefits through 
their unpaid labor as dependents of male breadwinners. When Congress passed the Social Security Act in 
1935, no provisions for wives and widows were included. Consequently, married retired men had insufficient 
benefits to support two people, and if a retired man died, his widow had nothing. To redress these problems, 
Congress amended the Social Security Act in 1939, adding a spouse benefit and a widow’s benefit. Today a 
surviving spouse of a deceased worker is eligible for a reduced benefit at age 60 and a full benefit at age 66 
(Harrington Meyer and Herd, 2010). 

Originally, only wives were eligible for a spouse or widow’s benefit, but recent reforms in the Social 
Security system have emphasized gender neutrality. Since 1972, a man has been eligible for a spouse benefit 
when his wife retires or for a survivor's benefit if his wife dies first. In practice, however, 99 percent of those 
receiving spouse and survivor's benefits are women (Harrington Meyer and Herd, 2010). 

Under the law today, a woman (or man) who has been married for at least a year to a worker who retires at 
65 can receive a spouse benefit at age 62. The spouse benefit is equal to 50 percent of the worker’s benefit. 

Women (or men) who have worked outside the home for wages and who are also eligible for benefits as 
spouses are considered dually entitled. Under the rules for dual entitlement, an individual receives a benefit as 
a worker plus an additional amount if the worker benefit is less than the spouse benefit (Harrington Meyer 
and Herd, 2008). If a retired worker dies, his or her survivor loses the spouse benefit but receives a survivor's 
benefit. The survivor’s benefit is equal to 100 percent of the worker benefit. Table 15-3 shows how Social 
Security benefits are calculated for spouses and widows of retired workers. 


‘Table 15- Calculation of Social Security Benefits for Retired Workers, Spouses, and 

3 Widow(er)s 
Type of Recipient Social Security Benefit Average Monthly Benefit, 2005 
Retired worker Receives higher of: own benefit as a worker, or 50 $1,357 


percent of spouse’s benefit (i.e., “dually entitled”) 


Receives: 862 


50 percent of spouse’s benefit 
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Spouse ineligible for retired worker benefit 

(i.e., did not work sufficiently in covered 

employment) 

Widow(er) Receives higher of: deceased spouse’s retired-worker 1,150 


benefit, or own benefit as a worker 


Source: Social Security Administration (2006b). 


Current law favors the traditional family in which the husband is the sole earner. The replacement rates 
are the percentage of preretirement income that Social Security replaces for a retiree. Table 15-4 shows 
replacement rates for three couples with different earnings histories. In each family the husband’s average 
earnings were the same: $4,774 a month but the wife’s earnings varied. In Couple A the wife never worked 
outside the home for wages. At age 65 husband A would be entitled to Social Security benefits of $1,910 a 
month and wife A would receive 50 percent of the husband’s benefit, $955. The total replacement rate for 
Couple A would be 60 percent. In Couple B the wife average earnings were $2,387, about half of what her 
husband earned. She would be eligible for 
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a Social Security benefit of $1,195 so Couple B’s total replacement rate would be 43.4 percent. In Couple 
C the husband and wife had equal career average earnings and each received the same Social Security benefit. 
Their combined benefit gives them a replacement rate of 40 percent. Thus, the couples with two high earning 
spouses received the highest benefits in absolute dollars but the lowest benefit in terms of replacement rates 
(Wu et al., 2013). So married couples have benefitted from the increase in women’s labor force participation 
over the past decades in terms of the amount of Social Security, but replacement rates actually favor the 
household with a single earner. 


Table 15-4 The Effect of a Wife’s Earnings on a Couples’ Replacement Rate 
Husband's SS Couples Replacement 
Couple Husband's Earnings Wife's Earnings Benefits Wife's SS Benefits Total SS Benefits Rate 
A $4,775 $0 $1,910 $955 $2,865 60.0% 
B $4,775 $2,387 $1,910 $1,195 $3,105 43.4% 
C $4,775 $4,775 $1,910 $1,910 $3,820 40.0% 


Source: Wu et al., 2013. 


The loss of the spouse benefit is one reason the income of a married woman drops when she becomes a 
widow. She loses one-third of the Social Security income she and her husband enjoyed as a couple. A 
woman’s risk of poverty increases even more if she gets a divorce. Under Social Security rules, an ex-spouse is 
eligible for a spouse benefit if she (or he) is at least 60 years old, had been married at least 10 years, and is not 
currently married. Here’s how the spouse benefit works in the case of a divorce. Consider another average 
couple, Mr. and Mrs. Savich. Should they divorce, Mrs. Savich would receive only the spouse benefit of $432, 
while Mr. Savich would receive his retired worker benefit of $864. If Mrs. Savich happened to be only 57 
when her former husband retired, she would be ineligible for any benefits from Social Security until she 
turned 60, even if Mr. Savich had been her 
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sole source of support their entire marriage. For some criticisms of the divorced spouse benefit, see “An 
Issue for Public Policy.” 


349 


Ale 
© Photodisc/PunchStock 
RF 


SOCIAL SECURITY AND DIVORCE 


hen the Social Security system was designed in 1935, divorce was uncommon. Thus when Congress 


added benefits for the wives and widows of retired workers in 1939, legislators paid little attention to the 
needs of divorced women. By the 1960s divorce had become more common. At retirement, many women 
found they had no right to their former husbands’ Social Security benefits. To protect divorced spouses, in 
1965 policymakers added a provision allowing the lower earner in a divorced couple to keep the spouse 
benefit (one-half of the primary worker’s benefit), provided the marriage had lasted at least 20 years. 

The problem with this provision was that a low-earning spouse—nearly always the wife—was ineligible 
for the spouse benefit even if she had been married for 18 or 19 years. Thus many divorced women still had 
little or no income in old age. In 1977 Congress, acknowledging that older divorced women were still at 
risk of extreme poverty, extended eligibility for the spouse benefit to women who had been married for only 
10 years. If the primary worker remarried, the divorced spouse would still get the spouse benefit. But if the 
divorced spouse remarried before reaching age 60, she forfeited her claim to the benefit. Remarriage after 
60 would have no effect on eligibility (Social Security Administration, 2016a). (Although both divorced 
men and women were eligible for the benefit, in practice few men received it; most recipients were women.) 

Today many more people are affected by the divorce provision than policymakers ever expected. Four 
out of every 10 couples who marry are likely to divorce, and fewer divorced people now remarry. 

The criteria for awarding Social Security benefits after a divorce have produced some strange results. 
Consider these quirks: 


e The death of a former spouse can provide a payoff, because the spouse benefit becomes a survivor’s 
benefit (100% of the primary worker’s benefit) when a former spouse dies. 

e Protecting divorced women doesn’t necessarily protect the neediest women. A divorced woman who 
never worked outside the home but was married to a high earner may receive higher Social Security 
benefits than does a low-income single mother who worked and contributed to Social Security while 
raising her children. 


Few proposals for Social Security reform have addressed the perverse incentives created by the extension 
of benefits to divorced people. Should the eligibility criteria be revised to reflect changes in the family? One 
proposal under consideration would establish a universal minimum benefit to ensure that no older person 
falls into poverty. Although divorced women do need protection, policymakers should be able to establish 
better criteria than those currently in place. 


What Do You Think? 


1. Has divorce limited the amount of Social Security income someone you know receives? If so, explain. 


2. Would you favor reforming Social Security to eliminate inequities in the distribution of spouse benefits? 
If so, what kind of solution would you propose? 
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As these examples make clear, Social Security was designed to correspond to a particular family type—the 
traditional family in which the husband was the sole breadwinner, the wife was a family caretaker, and the 
marriage was permanent. That model fit the typical family in 1935, when only 22 percent of women were in 
the labor force and divorce rates were much lower than they are today. 

By 2010, the typical family no longer consisted of a male breadwinner and a female caretaker. Because the 
majority of married women were in the labor force, more women are eligible for Social Security benefits on 
the basis of their own earnings history, rather than their spouses’. Yet many working women receive no more 
in benefits than married women who have not worked outside the home for wages. This disparity has led to 
accusations that Social Security is unfair to working women and has prompted some critics to question the 
value of the spouse benefit (Harrington Meyer and Herd, 2010). 

Yet the spouse benefit has been important in providing income for older women; it recognizes that family 
caregiving has value; and it allows women to stay home and care for their children if they choose to do so. 
Without the spouse and widow benefits, many older women would be destitute. An alternative solution would 
be to increase the survivor’s benefit for low-income, two-earner families from one-half to two-thirds—the 
same as 
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for a one-earner household. In light of changing female labor patterns and family composition, some 
reevaluation of how these benefits are distributed seems justified. The precise solution remains a subject of 
debate (Fitzpatrick and Entmacher, 2000). Many countries have been experimenting with new policies to 
support working women over the life course. “Aging Around the World” discusses some policies adopted in 
European nations. 


Inequality in Supplemental Security Income 


A program already exists for alleviating poverty in old age; but it succeeds only in theory. As we saw in 
Chapter 5, Supplemental Security Income, or SSI, provides income for the aged, blind, and disabled poor. To 
qualify, an individual must be 65 or older, blind, or disabled and have an income below a certain level. 

Nearly 74 percent of the aged who receive SSI benefits are women, and more than one-third are very old, 
over age 80. The problem with SSI is that the average monthly benefit is very low. In 2016 the Social Security 
Administration paid just $733 a month to SSI recipients. The benefit for a married couple was $1,100. Some 
states add a supplemental payment that increases the amount somewhat. If you think for a moment about just 
the cost of rent, utilities, and food, you can see that it would be very difficult to live on less than $700 a 
month. And of course, everyone has other expenses, such as for 
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clothing, transportation, and medical care. The low level of SSI benefits explains why an older, single 
woman in the U.S. is at such a high risk for poverty. The safety net has a big hole in it. 
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WELFARE STATE RESTRUCTURING FOR GENDER EQUITY 


351 


ising public budgets are not the only challenge facing all western nations. Rather, welfare states 


designed for an industrial economy and the male breadwinner family type are retooling for service-oriented 
economies where dual-earner and female-headed households are becoming the norm (Esping-Andersen, 
2009). Further, rising divorce rates and increasing numbers of out-of-wedlock births and single parent 
households also have generated new needs (Castles et al., 2010). In response to new needs associated with 
changing family structure and the rising labor force participation of women, some nations have begun to 
restructure their social programs to improve support systems for working women across the life course. 

Throughout most of Europe, female educational attainment now exceeds that of males, and, in several 
countries, female labor force participation, even among mothers with young children, has soared. For 
example, in Sweden only 38 percent of mothers with small children were employed in the early 1960s 
compared with 82 percent in the 1980s. Beginning in the late 1960s, Sweden consciously moved toward a 
dual-breadwinner nation by introducing separate taxation for married couples, generous parental leaves, 
universal, state-run day care, and policies to encourage greater involvement of fathers in child rearing. 
Sweden also expanded the definition of work to allow pension credits to be earned for child rearing as well 
as for military service, spells of illness, unemployment, and disability (Anderson et al., 2008). Most Swedish 
women working part-time have full benefits and the right to work three-quarters time while their children 
are young. Thus, Swedish women remain full participants in the public pension system. In the Nordic 
countries as a whole, the full-time housewife has basically disappeared with part-time work serving as a 
bridge between childbirth and full-time employment (Esping-Andersen, 2009). France also has an array of 
services and subsidies to support dual earner families. 

Although some nations have allowed women to earn pension credits for care work, these measures are 
insufficient to guarantee gender equity. Rather family policies that support working mothers and encourage 
men to take a more active familial role reduce the penalty women pay for caregiving responsibilities. Such 
policies recognize that the ability to have secure retirement income for most women depends on 
interventions earlier in the life course. 


Poverty among older women is less of a problem in other Western nations. The U.S. is the only country 
where single elderly women have higher rates of poverty than do older couples (Garfinkel 
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et al., 2010). The reasons for this situation lie in the way the safety net is constructed. In the U.S., the 
safety net for the aged poor consists of SSI, Social Security, and food stamps. An elderly person eligible for all 
three benefits would still have an income below the poverty level. By contrast, there are virtually no poor 
among the Swedish elderly, and the elderly in the Netherlands experience only a small risk of poverty 
(Garfinkel et al., 2010). These countries manage to keep older women out of poverty by providing a universal 
basic pension available to all older people, which is set sufficiently above the poverty level. 

Given the high proportion of older women on SSI, a simple way to eliminate poverty would be to raise the 
SSI benefit above the poverty line. Most SSI recipients remain desperately poor. 


Inequality in Employer Pension Coverage 


Social Security provides a modest floor of protection in old age, but it was never designed to provide full 
income security in retirement. Rather it is one leg of a three-legged stool that also includes personal savings 
and pensions provided by employers. Most people are able to maintain their previous living standards in 
retirement only if they have employer pensions, personal savings, and some investments. 


Pension benefits The primary factor that determines access to a pension is the individual’s job, and 
historically, women have worked in jobs that lack pension coverage. More recent statistics tell a different 
story. Among Baby Boomers, men and women are equally likely to be included in an employer pension plan 
(Wright, 2012). That is a noticeable change from previous generations. 

Although younger women are catching up to men in terms of pension coverage, most older women lag 
behind in the amount of pension income they receive. Fewer years of total employment and more intermittent 
employment reduce pension benefits. That is the penalty women pay for performing most of the unpaid 
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household labor. In 2003 the average pension benefit for a woman was $4,161 a year, compared with $7,678 
for a man (U.S. Bureau of Labor Statistics, 2003). 


Survivor's benefits Unlike Social Security, which pays a spouse benefit while the retiree is still alive, private 
pension plans pay benefits only to the worker. When the worker dies, the survivor may receive a Survivor 
pension, but not necessarily. Until 1984, a husband could waive his wife’s right to a survivor's benefit without 
her knowledge. In many cases, widows were surprised to find that they had no survivor’s benefits because their 
husbands had signed them away. Divorced women also found that they had no legal right to a share of their 
spouse’s private pension. 

The Retirement Equity Act of 1984 (REA) protected spouses in the event of a death or divorce. Pensions 
for married employees now must be joint and survivor annuities. This means that the worker must take a 
reduced pension for life and the spouse must get a 50 percent survivor's pension unless both husband and wife 
agree, in writing, to waive the survivor’s pension (American Association of Retired Persons, 1994; ssa.gov, 
1984). A husband can no longer sign away his wife’s right to survivor’s benefits without her knowledge. 

Usually the decision to waive survivor's benefits is economically motivated; couples who choose to receive 
them get lower benefits while the husband is alive. For example, a 65-year-old man with a 62-year-old wife 
might be entitled to a pension benefit of $1,000 a month for life. If he and his wife waive the survivor's 
benefit, his wife receives nothing when he dies. If they take the benefit, they will receive only $890 a month, 
but his widow would receive a survivor’s benefit of $445 after his death (Donovan, 1985). 

The Retirement Equity Act also allowed pension-splitting to become part of a divorce decree. Now the 
pension is considered part of the property settlement. Following a divorce, a wife might be entitled to half her 
husband’s pension benefit, or vice versa. 

A gap in protection for many widows and former wives remains in effect, however, for the Retirement 
Equity Act applies only to private sector workers. Because state pension plans are excluded 
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from federal law, not all state and local government workers are regulated by the REA. Presently, only 11 
states have provisions requiring spousal consent to waive survivor pensions. Thus, some widows still find to 
their dismay that they have no pension rights to their deceased husbands’ benefit. Although in the future, 
women will be somewhat more likely to have pension coverage in their own names, thousands of wives of 
state and local government workers will remain vulnerable to old-age poverty until states extend the protection 
of the Retirement Equity Act to them. 

As the preceding discussion makes clear, the unequal risk of falling into poverty is not merely an accident 
of fate. Rather, it is a consequence of political decisions about eligibility rules that create institutionalized 
mechanisms that penalize women for earlier life choices and restricted labor market opportunities. 


Race, ETHNICITY, AND INEQUALITY 


In the U.S. social classes do not form a clearly defined set of strata; rather, there are multiple dimensions of 
inequality. People’s life chances and opportunities are partly conditioned by their racial and ethnic 
backgrounds. 


Racial and Ethnic Differences in Poverty 


There is a stark contrast in the percentage of whites living in poverty as compared to Hispanics and blacks. In 
2012, 9.7 percent of non-Hispanic whites (18.9 million) were living in poverty, while over a quarter of 
Hispanics (13.6 million) and 27.2 percent of blacks (10.9 million) were living in poverty. The figures are more 
dismal when looking at the rates for deep poverty. Compared to whites, Hispanics are more than twice as 
likely to live in deep poverty, and blacks are almost three times more likely to live in deep poverty. In 2012, 
12.7 percent of blacks, 10.1 percent of Hispanics, and 4.3 percent of non-Hispanic whites were living in deep 
poverty (U.S. Census Bureau, 2014a). These differences in the risk of being poor earlier in the life course 
translate into differences in poverty rates in old age. In 2012, 7.7 percent of the older white population had 
income below the poverty level compared to 18 percent for blacks, 15 percent for Asians, and 18 percent for 
Hispanics (U.S. Census Bureau, 2014b). 
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Wealth acts as a buffer against the risk of poverty. People with assets in the form of savings, property, and 
investments can supplement their income with the economic resources provided by wealth. Racial and ethnic 
disparities in wealth mirror the disparities in poverty risk. In 2013 white households had about $141,900 in 
assets compared to just $11,000 for African Americans and $13,700 for Hispanics (Sullivan and Meschede, 
2016). In the following sections, we examine some of the causes of these disparities. 


Racial and Ethnic Variations among the Aged 


There are significant differences in economic security in old age between minority groups and also between 
individuals within minority groups. In the following sections, we analyze the distinctive historical patterns 
among various minority groups that have created similar outcomes for their elderly members. 


The African American elderly African Americans are the largest minority group in the U.S. The economic 
position of older blacks today can be understood only from a life course perspective of cumulative 
disadvantage. Because of racial discrimination, African Americans have always experienced higher rates of 
unemployment than whites, more sporadic employment, and lower wages. In 1960, black men earned only 58 
percent of what white men earned, and most black women were employed as domestic servants (see Chapter 
10). African Americans seldom worked side by side with whites in the same job and seldom received the same 
pay if they did (Farley, 1996). Significant racial disparities in income still exist. In 2014 the median household 
income for non-Hispanic whites was $56,866 compared with $35,398 for blacks (U.S. Census Bureau, 2015). 
Lower earnings during their working years means 
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lower Social Security benefits in retirement. Sporadic employment also means less opportunity to become 
vested in private pension systems and less opportunity to accumulate pension savings. 

Racial discrimination has also impeded the accumulation of wealth by blacks. In 2013 the average net 
worth of whites was $141,900 compared with just $11,000 for blacks (Veghte et al., 2016). That represents an 
increase in the black-white wealth gap since 1983. Part of the racial disparity in wealth is due to differences in 
home ownership. The home is the single most important asset of most Americans. Although home ownership 
rates have increased for all people in the past decade, significant racial and ethnic differences in home 
ownership remain. As Table 15-5 shows, 74 percent of non-Hispanic whites owned their own homes in 2010 
compared with 45 percent of African Americans, 59 percent of Asians, and 47 percent of Hispanics (U.S. 
Census Bureau, 2010). The value of homes owned by blacks and Hispanics is also lower. 


Table 15-5 Home Ownership Rates, by Race and Ethnicity, 1996-2010 


1996 2016 
White, non-Hispanic 72% 74% 
African American 44 41 
Asian 51 59 
Hispanic 43 45 


Source: U.S. Census Bureau (2016). 


Why is housing wealth so much lower for African Americans? The answer lies in a legacy of racial 
discrimination by real estate agents, white neighborhoods, and the federal government. For most of the 
twentieth century, African Americans were relegated to racially segregated neighborhoods. Racial segregation 
became part of official federal housing policy in 1934, when Congress established the Federal Housing 
Authority (FHA) to enable people to buy homes by insuring banks against defaults on mortgage loans. FHA 
policy encouraged redlining: Red lines were literally drawn on maps around areas of cities where loans were 
considered risky for economic or racial reasons. Redlining meant that most black families were ineligible for 
federally insured loans. Until 1949, the FHA also encouraged the use of restrictive covenants banning African 
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Americans, Asians, Hispanics, and in some cases, Jews and Catholics from white Protestant neighborhoods; 
the FHA also refused to insure mortgages in integrated neighborhoods (Conley, 1999). Many blacks and 
other minorities who are now old were victims of these practices. 

Although now illegal, racial discrimination in access to housing remains embedded in the practices of 
private lenders (Myers and Chung, 1996). There is also evidence that racial and ethnic discrimination 
occurred during the recent crisis in the housing industry. In 2010 Countrywide Financial, which is owned by 
Bank of America, was ordered to pay $335 million to more than 200,000 people who were discriminated 
against on the basis of race. The Department of Justice found that, between 2004 and 2008, Countrywide 
Financial had charged African Americans and Hispanics higher interest rates and steered them into riskier 
loans. 

FHA policy and continuing racial discrimination in lending practices have had a lasting impact on the 
asset accumulation of African Americans. One consequence, already noted, is that fewer blacks own their own 
homes. Another consequence is that because of housing segregation, most blacks who purchased homes did so 
in central cities. Instead of benefiting from the housing boom of the 1980s, when real estate prices rose 
dramatically, their investments often declined in value (Oliver and Shapiro, 1995). 

The unequal distribution of wealth perpetuates cumulative disadvantage. Because older African Americans 
have less wealth than do whites, most have less income security for their own old age and no fail-safe system if 
an emergency depletes their resources. They also have less to pass on to their children. As a result, racial 
inequality in wealth accumulation is transmitted to the next generation. 

Since 1965, there has been significant progress in the economic and social status of African Americans on 
many fronts. As civil rights laws ended segregation, the number of blacks and whites attending college 
reached near parity, the number 
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of black elected officials increased, there was a sizable increase in the number of black men and women 
holding professional positions, and the income gap between blacks and whites declined (Conley, 1999). 
Despite these gains, the median income of black elders relative to white elders actually fell in the past decades, 
from 70 percent in 1967 to only 60 percent in 2000 (Hudson, 2002). Persistent inequality of opportunity over 
the life course means continuing inequality in old age. 


The Hispanic elderly The term Hispanic refers to individuals who identify themselves as Spanish in origin. 
Hispanics have migrated to the U.S. from Mexico, Cuba, Puerto Rico (a U.S. territory), Central and South 
America, and Europe. Of the more than 55 million people of Hispanic origin in the U.S., the three largest 
groups are from Mexico, Puerto Rico, and Cuba (Pew Research Center, 2016). Thus, it’s important to 
recognize that the term Hispanic includes people who differ significantly in cultural beliefs, race, education 
level, and income. 

Many people of Mexican origin have lived in the U.S. for centuries. Their ancestors lived on land that 
belonged to Mexico until it was annexed by the U.S. in 1850. Others came during and after World War II 
under a program to bring in guest workers. The most recent Mexican immigrants are relatively young and 
heavily concentrated in a few states, especially California and Texas. Many Mexican Americans have worked 
as migrant laborers, toiling in the fields, moving from job to job, and receiving no benefits. 

Cuban Americans immigrated to the U.S. in two waves. The first, during the 1960s, was a political 
migration of people fleeing Fidel Castro’s communist government. Most of these early migrants were drawn 
from the Cuban upper and middle classes, and they arrived with high levels of education, skills, and capital. 
These Cubans formed tight-knit ethnic enclaves in the cities where they landed, especially in Miami. They 
used the wealth they brought with them to build businesses, and many have prospered. A second wave of 
Cubans arrived in 1980 when Fidel Castro allowed a flotilla of small boats to depart from the port of Mariel. 
The Mariel Cubans were less educated than the first wave, came from lower social classes, and have not fared 
as well. 

Of all groups of Hispanic origin, Puerto Rican families are the most disadvantaged. Many who left Puerto 
Rico for the mainland dwell in segregated enclaves in large urban areas. They left the island because they were 
very poor but found few opportunities for good jobs and adequate housing when they arrived. Among all 
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Hispanic groups, they have the lowest rates of labor force participation and the lowest levels of education 
(Sandefur and Tienda, 1988). 

The differences among the Hispanic-origin groups are reflected in income. Cubans as a group have higher 
income than others classified as Hispanic. In 2005 the median income for Cubans was $43,621, compared 
with $25,788 for Mexican Americans and $23,296 for Puerto Ricans. Poverty rates among Hispanics follow 
the income patterns for the three groups. In 2005 poverty was highest among Puerto Ricans at 32 percent, in 
the middle for Mexicans at 22 percent, and lowest for Cubans at just 10.9 percent (U.S. Census Bureau, 
2005a). Overall, the median income for Hispanic households in 2014 was $42,200 compared with $61,317 for 
non-Hispanic whites (Pew Research Center, 2016; U.S. Census Bureau, 2014b). There is also a significant 
wealth gap between whites and Hispanics. In 2013, the average Hispanic household had just $13,700 in 
wealth on average (Veghte et al., 2016). 

Because many older Hispanics worked in occupations not covered by Social Security, they are ineligible for 
Medicare. A barrier that prevents many Mexican Americans from participating in Social Security is that they 
never became legal residents of the U.S., even though they may have lived and worked in this country for 
decades (Angel, 2003). Many younger people of Hispanic origin also lack health insurance for the same 
reason that older Hispanics are ineligible for Medicare. In 2014, 20 percent of Hispanics were uninsured, 
compared with 12 percent of African Americans, 9 percent of Asian/Pacific Islanders, and 8 percent of whites 
(U.S. Census Bureau, 2015e). On a more positive note, health insurance coverage has improved for all groups 
since the Patient Protection and Affordable Care Act of 2010 has been passed. 

Older Hispanics and African Americans have had irregular patterns of work because they typically 
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worked in sectors of the labor force where layoffs are common or work is seasonal. A lifetime of work in 
low-status jobs characterized by sporadic work patterns, high turnover, and low earnings has cost older 
minorities pension income. Unstable, poorly paid work translates directly into less access to private pensions 
for older African Americans and Hispanics. This helps to explain why a higher percentage of their income is 
from earnings than is the case for whites. The lack of pension benefits often forces minority group members 
to continue working even after they reach age 65. 


The Asian elderly Asians are the fastest growing minority group in the U.S. They have the highest incomes 
and are the best educated. In 2011 there were 18,205,898 people in the U.S. classified as Asian American 
(Pew Research Center, 2015b). Like Hispanics they come from many different countries including Vietnam, 
China, Japan, the Philippines, Korea, Hawaii, and the Pacific Islands. 

Among elderly Asians there are a small number of surviving Chinese men who immigrated to the West 
Coast early in the twentieth century to build the railroads. Because there were so few women immigrants, 
many of these men never married. As a result, they faced old age with no family support system. Some of 
today’s Asian elderly are the children of these first immigrants. They tend to be less educated and more 
economically deprived than later Asian immigrants. When the Chinese immigrants arrived in the U.S., whites 
who lived on the West Coast feared their culture and lobbied to ban more Chinese from entering. In 1917, 
the U.S. closed its borders to Asian immigrants. 

Many of the Japanese who are now old lost all their property during World War II when they were placed 
in prison camps. More numerous are Asians who began arriving in the U.S. in 1952 after the long-standing 
prohibition on immigration from Asia ended with token quotas of 100 a year from China and Japan. These 
immigrants were subject to laws that prevented them from buying property or holding public jobs. In 1965, in 
the wake of the civil rights movement, Congress allowed 290,000 immigrants to enter the U.S. each year, 
although no more than 20,000 were allowed from any one country. Following this loosening of immigration 
restrictions on Asian immigrants, a new wave began arriving. Many from Vietnam and Cambodia came to the 
USS. in the 1970s as political refugees. More recently, immigrants have come from China, Japan, and Korea to 
obtain educations. Many receive advanced degrees (Farley, 1996). 

Despite a history of discrimination against them, many Asian Americans have transcended the barriers 
placed before them. Asian Americans are the most prosperous group of immigrants. In 2011 median income 
for Asian Americans was $62,000 compared to $49,800 for the rest of the country (Pew Research Center, 
2015b), and rates of home ownership were 54 percent (U.S. Census Bureau, 2011a). Their prosperity can be 
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explained in part by the high value many place on education. Asians remain in school the longest among 
minorities and are most overrepresented among those getting college and professional degrees (U.S. Census 
Bureau, 2011b). Among recent Asian immigrants, 61 percent have a college degree (Pew Research Center, 
2015b). Due to all these factors, Asians as a whole have the lowest rates of poverty in old age of any minority 
group. Indeed, older Asian women have lower poverty rates than older white women. 


The Native American elderly In 2014 there were slightly over 5 million people classified as American Indians 
or Eskimos in the U.S. (Peralta, 2014). The largest Native American groups, in descending order, are the 
Cherokee, Navajo, Chippewa, and Lakota. In 2005, 51 percent lived on reservations or tribal lands; the others 
lived in rural and urban areas (U.S. Census Bureau, 2005a). 

American Indians Native Americans have the highest unemployment rates and the highest mortality rates 
of any minority. In 2014, more than one quarter of Indians lived below the poverty level (Peralta, 2014), and 
median household income of those working full-time year-round was substantially lower than that of other 
groups. The high levels of poverty among elderly Native Americans reflect the outcome of more than a 
century of federal policy toward indigenous people. In the late nineteenth century, the federal government 
created the reservation system in remote and often destitute settings, where tribes 
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languished in isolation with little prospect for development or economic growth. Indian education has 
been the responsibility of the federal government, which operated day schools on the reservations in the 
nineteenth century and then established boarding schools for Indian youth in the twentieth century to 
acculturate Indians to the dominant society (Nagel, 1996). Many of these schools were poorly equipped and 
poorly run. As a result, American Indians are the most poorly educated of all minority groups. According to 
the 2005 Census, only 7 percent of all Native Americans had college degrees. 
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Many older Native Americans live far from any source 
of health care. 


© Bob Cross/Getty Images 


During World War Il, many Native Americans left the reservations and many never returned to live 
permanently. Federal Indian employment and urban relocation programs established in the 1950s and 1960s 
were designed to end the era of reservation life, train Indians for wage labor jobs, and relocate trainees to 
urban areas. Between 1952 and 1972, more than 100,000 Native Americans were relocated to urban areas. 
Some returned to the reservations, but many stayed in the cities. As a result of the outflow of young people, 
many Indian elderly were left isolated on reservations. 

In the 1970s and 1980s, the federal government settled hundreds of claims for land that had been 
confiscated a century earlier. Some tribes received as much as $40 billion. The new resources created a 
resurgence of people claiming their Indian heritage (Nagel, 1996). Although land-claim settlements and 
legalized gambling have made some tribes prosperous, the benefits have not been evenly distributed. On many 
reservations, the elderly remain impoverished. 

In 2000, only a small number of Native Americans, 7.2 percent, were 65 or older (U.S. Census Bureau, 
2004a). High mortality has reduced life expectancy and decreased the number of Native Americans who 
survive to old age. The federal government has the responsibility for providing health care for all Native 
Americans who align with or are members of tribal organizations. The legal foundation of the Indian Health 
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Service (IHS) is defined in federal treaty obligations, stipulating that health care be provided Native 
Americans at no cost as reparation for tribal lands stolen from them. Since health care became the 
responsibility of the federal government, the general health of the majority of Native Americans has 
improved, life expectancy has increased, and mortality rates have dropped. On the negative side, IHS-funded 
services for the Indian elderly provide few chronic and long-term-care services. Another problem is that many 
older American Indians who live on or near reservations are unable to obtain health care on a regular basis 
because they lack transportation (Boccuti, 2015). Even those who are eligible for Medicare often cannot pay 
the out-of-pocket costs that Medicare does not cover. Thus, many health care needs of the Native American 
elderly remain unfulfilled. 

The cumulative disadvantages that people of color face over the life course makes it more difficult for 
them to prepare for retirement. The “Diversity in the Aging Experience” feature explains why minorities are 
likely to be less financially secure in old age compared to whites. 
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RETIREMENT SECURITY FOR PEOPLE OF COLOR 


aving access to a pension and being able to save for retirement early in life is critical for income security 


in old age. Yet workers of color, especially Latinos, are significantly less likely than white workers to be 
covered by an employer-sponsored retirement plan of any type, either a defined benefit or a defined 
contribution plan. In 2012 only 54 percent of Black and Asian employees and 38 percent of Latino 
employees age 25-64 worked for an employer that offered a retirement plan. By contrast, 62 percent of 
white employees were covered by employer-sponsored pension plans. Those minorities that do have a 
retirement plan are much less likely than whites to be offered a defined benefit plan that guarantees a 
lifetime retirement income. 

Personal savings are also a source of income security in later life, and minorities are much less likely to 
have retirement savings than whites of the same age. A substantial majority of Black (62 percent) and 
Latino (69 percent) working-age households have no funds in a retirement account compared just 37 
percent of white households. Minorities that do have money saved for retirement have much lower savings 
than whites. Seventy-five percent of Black households and eighty percent of Latino households age 25-64 
have less than $10,000 in retirement savings. Among those nearing retirement (age 55 to 64), Blacks have 
an average of just $33,000 saved compared to $206,000 for whites (Rhee, 2013b). Table 15-6 shows 
average retirement savings by age and race/ethnic origin. The lack of access to a pension plan and difficulty 
saving for retirement perpetuates inequality in old age. 


Table 15- 
6 


Age of Head of Household 
Race of Head of Household ALL 25-64 25-34 35-44 45-54 55-64 
White $111,749 $17,771 $57,822 $129,500 $206,400 
Black $20,132 $4,792 $16,508 $24,606 $34,365 
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Latino $17,00 $5,330 $12,048 $29,651 NA 


Source: Rhee (2013b). 


What Do You Think? 


1. Have you started saving for retirement? 


2. How important is it to have a job that provides pension benefits? 


Minorities in Canada and Europe Inequality in old age because of race or ethnicity is not unique to the U.S. 
Minorities elsewhere also suffer the consequences of cumulative disadvantage. 

In Great Britain, waves of immigration occurred at different times and under different circumstances for 
each ethnic group. The decade of great immigration was the 1950s; thus, an increasing number of ethnic 
minorities are now British-born. The early 1960s brought an influx from the Caribbean; the early 1970s, one 
from India and Pakistan; and the 1980s, another from Bangladesh and Hong Kong. Wars in the Middle East 
have brought an influx of immigrants from Serbia, Iraq, and other Muslim countries in the 2000s. The 
income of older men and women in these minority ethnic groups reflects their employment and earnings 
history since their arrival in Britain. Their main sources of income are government pensions, earnings, private 
pensions, and interest on savings and investments. Minority elders are more likely than white elders to depend 
on means-tested benefits for their income, and less likely than whites to receive income from private pensions. 
Although income from pensions varies by ethnic group, all racial and ethnic minorities in Great Britain have 
less pension coverage and receive lower pension income than their white counterparts (Ginn and Arber, 
2000). 

In analyzing systems of stratification, the object of study is the social institutions that penalize certain 
groups for having a fixed range of options and restricted opportunities. Inequality in outcomes is not random 
or accidental. Rather, it is the result of political decisions made by some people who have the power to limit 
opportunities for other people. 


Chapter Resources 


LOOKING BACK 


1. What is the theory of cumulative disadvantage, and how does it explain gender, racial, and ethnic 
differences in material well-being among the aged? The basic sociological approach to stratification views 
inequality as a product of social processes, not innate differences between individuals. The central question in the 
study of stratification is how social inequality is produced, maintained, and transmitted from one generation to 
another. According to the theory of cumulative disadvantage, inequality is not a static outcome but rather is a 
cumulative process that unfolds over the life course. Women and members of racial and ethnic minorities have 
lower incomes and higher rates of poverty in old age than do white males because of earlier experiences and 
opportunities. 

2. How do gender and marital status affect a person’s eligibility for Social Security benefits? Social Security is 
an important source of income for nearly all older people. Those at the lower end of the income distribution— 
women and minorities—depend most on this program, yet their average benefits are lower than those of white 
men. Women and minorities receive lower Social Security benefits than white males because the eligibility rules 
reward workers who have had continuous work histories and high-paying jobs. Women and minorities have more 
sporadic records of labor force participation and receive lower wages than white men. As a result, their benefits 
tend to be lower. The gender disparity in Social Security benefits may diminish in the future. One reason is that 
women are working more steadily than in the past; when they reach retirement age, they will have had more 
continuous work histories. Another reason is that the job stability of white males has declined. Also, the pay gap 
between younger men and women has declined. 
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3. How does the Social Security benefit for spouses operate? The spouse benefit supplements the retirement 
income of a married couple by providing one-half of the retired worker's benefit. When the worker dies, the widow 
or widower loses the spouse benefit but retains a survivor's benefit equal to 100 percent of the worker's benefit. A 

former spouse is eligible for one-half of the worker's benefit but not until she or he reaches age 60. 

4. How do gender and marital status affect a person’s eligibility for employer pensions? The same factors that 
reduce Social Security benefits for women and minorities also affect their access to employer pensions. Low wages 
and discontinuous work histories make many people ineligible for these pensions. The advantage of Social Security, 
however, is that nearly 99 percent of older people (as mentioned in Chapter 5) receive some income from it. By 
contrast, less than half of retirees receive income from employer pensions. 

5. How do racial and ethnic groups vary in terms of their economic security in old age? Compared with 
whites, African Americans have had higher rates of unemployment, more sporadic employment, and lower wages. 
Lower earnings during their working years mean lower Social Security benefits in retirement. Sporadic 
employment also means less opportunity to become vested in private pension systems and less opportunity to 
accumulate pension savings. Because of past and continuing discrimination in the sale of housing, older blacks and 
Hispanics are less likely than whites to own a home. Further, because of segregated housing patterns, the homes 
owned by blacks are less valuable than those of whites. 

Among the Hispanic aged, poverty rates vary by country of origin. They are highest among Puerto Ricans, 
relatively high among Mexicans, and just slightly higher than whites’ rates among Cubans. The Asian 
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American aged are the most prosperous group of immigrants. They have the highest median family income, 
lowest poverty rates, and highest rates of home ownership. Native Americans have the highest unemployment rates 
and the highest mortality rates of any minority. The high levels of poverty among elderly Native Americans reflect 
the results of more than a century of federal policy toward indigenous peoples. The federal government has the 
responsibility for providing health care for Native Americans, which has improved health care for this group. 


THINKING ABOUT AGING 


1. Which do you think has a more powerful effect on an aged person’s economic well-being: gender or race 
and ethnicity? 

2. From a purely economic point of view, would a young woman be better off in old age by marrying or by 
staying single and working? 

3. Why haven’t women’s organizations or retired people’s associations made the problem of poverty among 
elderly women a priority? Should they be doing more to solve it? 

4. What can government do to increase the economic security of minority group members in their old age? 

5. Can you think of a way to increase the well-being of minority groups in their old age that does not involve 
the government? 


KEY TERMS 


dual entitlement 336 

gender neutrality 336 

gender recognition 336 

joint and survivor annuities 341 
pension-splitting 341 

redlining 343 

restrictive covenants 343 

Retirement Equity Act of 1984 (REA) 341 
spouse benefit 336 


survivor's benefit 336 


EXPLORING THE INTERNET 
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1. Go to the website of the Social Security Administration (http://www.ssa.gov/) and click on Apply for 
Retirement. Then click on Benefits for Your Spouse and then Divorced Spouse. 


a. Ifyou are the divorced spouse of a worker who dies, how long do you have to have been married to 
receive benefits? 
b. How old must your ex-spouse be before you can start collecting benefits? 


2. The National Academy of Social Insurance (http://www.nasi.org/) contributes to the debate over the 
future of Social Security by presenting information and briefs on the retirement program. Go to the 
website and click on the link Devolution and the Social Welfare of Elderly Immigrants: Who Will Bear 


the Burden? and answer these questions: 


a. How many funds are part of the Social Security system? 
b. What are the three forms of insurance provided by the Social Security system? 
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Chapter 16 


The Politics of Aging 


Chapter Outline 


Political Activism among the Elderly 
Voting 
An Issue for Public Policy: Has Support for Social Security Declined? 
Interest Group Politics 
Social Movement Politics 
Aging Around the World: Politics by Stealth: Reducing Public Pensions in France 
The Aged as Political Office Holders 
In Their Own Words: Red Hats Redefining Aging 
Other Forms of Political Involvement 
Political Debates about the Aged 
The Deserving Elderly 
The Generational Equity Debate 
The Entitlement Crisis 
The Ownership Society 
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I. the 2008 presidential election, young people voted for 


Barack Obama by an overwhelming margin. 


© McGraw-Hill Education 


Looking Ahead 


1 
2 
3. 
4 


What are the voting patterns and preferences of older Americans? 
What are the major interest groups that represent older Americans, and what have they accomplished? 
What social movements have older Americans participated in? 


What concepts have been used in debates about government spending on the aged? 
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uring the 2016 primary campaign, 74-year-old Bernie Sanders, one of the oldest people ever to run 


for president, dominated the youth vote by enormous margins. He won more votes among people under 
30 than any other candidate. Although he lost the Democratic nomination to Hillary Clinton, he 
demonstrated that age is not necessarily the main factor in determining voter preference. In this chapter 
we will examine how age influences voting behavior and political participation. Then we will explore the 
ways debates about age shapes public policy. 

We consider the so-called generational equity debate and the entitlement crisis against the backdrop 
of society’s changing perceptions of the elderly. 


POLITICAL ACTIVISM AMONG THE ELDERLY 


The preamble to the Constitution starts with the statement, “We, the people of the United States.” More 
than any other country, the U.S. invests its governing authority in its citizens. The public has insisted on the 
right to elect officials at every level of 
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government from the president, to the Congress, to judges and even sheriffs. Compared with any other 
modern nation, the U.S. has more legal offices open for election, and more frequent elections. American state 
and local governments also submit many proposed laws, bond issues, and constitutional amendments to 
popular votes, something other democratic polities rarely do. And the citizenry may propose legislation 
through initiative petition, a right that hardly exists elsewhere (Lipset, 1996). To a degree that is unique in 
the Western world, American citizens have numerous opportunities to influence politics. They can participate 
in politics directly by becoming involved in local organizations, they can run for higher office, they can take to 
the streets and demonstrate, and they can vote. 


Voting 


Voting, the basic right of a democratic polity, is the most common form of political participation. People vote 
for many reasons. Partly they do so because they want to be good citizens. They also use their votes to reward 
politicians or parties that have behaved in ways they agree with or to punish parties or individual candidates 
with whom they disagree. 


Age and cohort differences in voter turnout In the 2012 presidential election, 22.3 percent of those who voted 
were 65 or older compared to just 14.0 percent in 1964 (U.S. Census Bureau, 2015c). Over the past 50 years, 
then, the importance of the older voter has increased. 

Older people are much more likely than young people to register to vote and to actually vote. In the 2000 
presidential election, only 36 percent of young adults aged 18 to 24 voted compared to 72 percent of people 65 
to 74. There was an increase in voting among 18-to-24-year-olds in 2004 to 47 percent (Lopez et al., 2005). 
In the 2008 election voter turnout among young people rose again to 52 percent, an all time high for this age 
group. The increase in voting among young people in that election was largely due to an outreach effort by the 
Barack Obama campaign. What also contributed to the high voter turnout was the early voting campaign, 
which allowed people from different precincts to vote together. This had a large effect on college students. 

The political enthusiasm of young adults waned in the 2012 election. Table 16-1 shows voter registration 
and actual voters by age for 2012. Although 54 percent of 18-to-24-year-olds were registered to vote, only 41 
percent actually voted. A much higher percentage of older adults were registered to vote and most voted. 
Because young adults vote much less than older people, they have less influence on the decisions of political 
leaders. In the 2016 election, however, young people showed up in droves to support one of the Democratic 
primary candidates, Bernie Sanders. Over the course of the election, however, their votes were insufficient to 
hand him a victory. 


Table 16-1 Voter Turnout by Age, 2012 
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Age Registered to Vote Voted 


18-24 54% 41% 
25-44 69 57 
45-64 75 68 
65-74 80 73 
75 and older 79 70 


Source: U.S. Census Bureau (2012). 


Why does voting wane slightly among the oldest old? There is evidence that health in combination with 
age influences the likelihood of voting. One survey of 1,240 people, which included 700 people with 
disabilities, found that voter turnout was 20 percentage points lower among people with disabilities than 
among people without disabilities who were otherwise similar. There was great variation among the disabled 
subjects. Lower turnout was concentrated among people with disabilities who were not employed or who were 
65 or older, and who had difficulty going outside alone, even though absentee ballots were available. The 
authors concluded that disability has social and psychological effects that decrease voter turnout through 
decreased identification with mainstream society, particularly among senior citizens (Schur et al., 2002). 
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Voting patterns by age represent a classic example of the difficulty of separating age, period, and cohort 
effects, described in Chapter 1. If an age effect is operating, one might conclude that people are more likely to 
vote as they grow older. However, it may be that increased voting among older people is due to a cohort effect. 
In this case, the conclusion might be that people who are older now have always been inclined to exercise their 
right to vote. One might also conclude that the decline in voter registration among people 18 to 64 is due to a 
period effect—that over time, Americans have become more cynical about politics and politicians and thus less 
inclined to vote. But voter turnout is consistently high among older people for all election years, and voting 
increases with age in any single election year, suggesting that an aging effect is operating. People do seem to 
become more politically aware as they grow older. Perhaps, however, a cohort effect is operating, too. The 
young people who seem disaffected by politics may never become more active. 


Age and voting preferences Although a high percentage of the elderly vote, older people have the potential to 
swing elections and thus to influence the behavior of politicians only if they vote as a bloc. An old-age voting 
bloc exists only if people vote on the basis of age for a candidate who makes certain promises, such as 
protecting Social Security benefits from cuts, or if they vote against a candidate who has taken certain actions, 
such as cutting benefits. 

Like most other Americans, older people don’t engage in bloc voting. Indeed, most older people can’t vote 
as a bloc because, like most Americans, they don’t know how their representatives vote on most issues. What 
they hear from the mass media is obscured by confusing talk of conference committees, floor votes, 
presidential vetoes, and administrative rulings (Walker and Allen, 1991). Also, like people of all ages, older 
people are quite diverse in income, social class, education, health, and almost any other criterion one might 
name. Because they are such a heterogeneous group, their electoral choices are rarely based on age-group 
interests (Binstock and Day, 1996). And doesn’t this make sense? Why should someone who is female, 
Catholic, Hispanic, and college-educated vote the same way as a white, Protestant male with a high school 
diploma simply because they both happen to be 70 years old? 

On most policy issues, including those pertaining to the elderly, older people are nearly indistinguishable 
from young adults. There is one recent important exception. In the 2010 congressional elections, older voters 
appeared to vote as a bloc for the first time since Social Security and Medicare were enacted, swinging in large 
numbers toward Republicans. What happened in this election to change the traditional voting pattern? The 
main reason older voters chose Republican congressional candidates over Democrats was concerns about 
President Obama’s health care reform effort, what became the Patient Protection and Affordable Care Act of 
2010 (ACA). One message from the President was that the costs of reform would be offset by reductions in 
Medicare. Another proposal would have included a provision to cover the costs of a voluntary consultation 
with a physician over end-of-life planning such as preparing living wills and power-of-attorney documents. 
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Republicans charged that the President was proposing “death panels” that were intended to “pull the plug on 
granny” (Binstock, 2012:412). Although there never was any plan to create death panels, the publicity had a 
negative effect on voters. In the election, 59 percent of people 65 and older, those eligible for Medicare, voted 
Republican. Research also shows that senior citizens are much more interested in news about Social Security 
compared with younger people (Campbell, 2003). There have been some changes in attitudes toward Social 
Security between 2000 and 2010. “An Issue for Public Policy” describes these shifts. 

One exception to the rule that older people sometimes vote on the basis of self-interest did occur in 
Florida, where older voters make up nearly 40 percent of the electorate. In one local election, the elderly did 
play a role in defeating a series of tax increases to pay for schools in several counties (MacManus, 1998). But 
on the whole, research disputes the claim that the elderly are more likely than others to be motivated by self- 
interest in their political preferences. 
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Has SUPPORT FOR SOCIAL SECURITY DECLINED? 


revious studies that have examined trends in support for Social Security have found mixed results. 


Surveys conducted in the late 1980s found that just about 3 percent of people in the U.S. favored cutting 
Social Security benefits (Gilens, 1995). In the early 1990s, the percentage of people saying the government 
was spending too little on Social Security declined. Then in the mid-1990s, support for more spending 
began rising again but then fell to 1987 levels by 2000 (McCall and Kenworthy, 2009). What has happened 
to public support since then? 

Since the early 1990s, conservatives seeking to privatize Social Security have sought to frame the 
program as an underfunded, runaway entitlement that is to blame for the federal budget deficit (Beland, 
2007). How have these debates influenced attitudes? Using the General Social Survey, Quadagno and 
Pederson (2012) found that attitudes toward Social Security have not remained stable between 2000 and 
2010, as Table 16-2 shows. Rather, people are increasingly likely to believe that spending on Social Security 
is too high. The shift toward this view is greatest among the young and among those who favor less 
government. Yet even groups that traditionally have supported Social Security have become more likely to 
feel that spending should be reduced. These results suggest that the debate during the past decade over 
Social Security, the trust fund, and the deficit has influenced public opinion in a negative direction. Even 
though the U.S. has resisted major reform of Social Security, these controversies appear to have had the 
consequence of undermining support somewhat. It is important to recognize, however, that nearly 90 
percent of people in every group still believe that spending on Social Security is about right. 


Table 16-2 


Too Little About Right Too Much 
2000 2010 2000 2010 2000 2010 
Variable (%) (%) (%) (%) (%) (%) 
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` 
Older people are most likely to vote, although voting 


decreases among disabled older people. 


© Burlingham/Shutterstock.com RF 


What matters much more than age in predicting support for Social Security and Medicare is gender, race, 
income, and educational level. Women, African Americans, and Hispanics, low-income people, and people 
with less than a high school education are most likely to say the government doesn’t spend enough on the 
elderly. These are also the people who depend most on government programs (Day, 1990). 

Although older people do not differ significantly from younger people in basic beliefs and values, age does 
influence voting preferences. In 2008 and 2012 younger voters were much more likely to support Barack 
Obama than his opponents. In 2016, by contrast, younger votes favored Hillary Clinton over Donald Trump 
by almost the same percent as older voters. As Table 16-3 shows, 55 percent of 18-to-29-year-olds voted for 
Clinton compared to 53 percent of people 65 and older. Why do younger voters generally tend to vote 
Democratic? Young voters are more diverse racially and ethnically than older voters and more secular in their 
religious orientation. These characteristics incline them not only toward Democratic Party affiliation but also 
toward great support of activist government and greater willingness to describe themselves as liberal. Until 
2016, older white voters favored Republican presidential candidates in every election except for 1992 when 
they voted for Bill Clinton. So 2016 was an interesting departure from previous experience. 


Table 16-3 Voter Preferences by Age in the 2016 Election 


Age Clinton Trump Other 
18-29 55% 37% 8% 
30-44 42 50 8 
45-64 53 44 3 
65 and older 53 45 2 


Source: USA Today, 2016. 


In the 2016 election, it is interesting to note that Trump received only 37 percent of the youth vote. 
Further, only 26 percent of young people identified as conservative. This trend suggests less support in the 
future for a conservative political agenda (CIRCLE, 2016). 


Interest Group Politics 
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Because the U.S. government is divided into three branches—executive, legislative, and judicial—special 
interest and lobbying organizations exert a 
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greater influence than they do in nations that have unified parliamentary governments. In the U.S., 
congressional candidates are largely on their own. Parties have little to do with nominating or electing them. 
Because candidates finance their own campaigns through their own efforts, they are dependent on and 
vulnerable to influence from individuals and organizations that can produce money and campaign workers for 
them. As a result, American politicians are particularly susceptible to special interests (Lipset, 1996). The 
constitutional structure provides citizens with numerous opportunities to bring their special interests to the 
attention of public officials, and the need of politicians for funds and support makes them willing to bargain 
and make compromises. 

Interest groups are organizations that represent individuals by lobbying politicians to take certain actions 
and by suggesting alternative proposals. Interest groups can also support candidates by informing their 
members that a certain candidate favors or opposes an issue of importance to them and urging members to 
vote accordingly (Street, 1996). Legislation proposed by interest groups does not automatically get enacted. 
Nor are interest groups always able to block legislation contrary to the interests of members. For example, the 
American Medical Association has wielded considerable influence, but Medicare was passed over the 
organization’s heated objections (Quadagno, 2005). Similarly, although the National Rifle Association (NRA) 
has impeded gun control legislation for decades, assault weapons were banned over the NRA’s vehement 
opposition. On any given issue, there are always competing interest groups lobbying actively. Who wins and 
who loses generally depends on such factors as who has the most money to contribute to a candidate’s 
campaign, who has the most access to politicians who are in office, and what the American public will 
support. 


The growth of the gray lobby Until the 1960s, there were few organizations representing the interests of the 
aged. Beginning in the 1970s and expanding in the 1980s, there was an extraordinary organizational wave on 
a scale that probably exceeded that of any previous time in American history, a phenomenon that gave rise to 
what has been described as the gray lobby (Pratt, 1993). 

What contributed to this phenomenal growth of old-age interest groups? One factor was the battle over 
health insurance for the aged. In the early 1960s, the AFL-CIO created the National Council of Senior 
Citizens (NCSC), an organization of retired trade union members, to lobby for health insurance legislation. 
In 1965, 1,400 NCSC members attended the opening session of Congress, and that year Medicare was passed 
over the vehement objections of the American Medical Association, which spent over $20 million lobbying to 
prevent it (Marmor, 1973). The Council is now called the Alliance for Retired Americans. 

Another factor contributing to the expansion of the gray lobby was the convening of the White House 
Conference on Aging, which were held for the first time in 1961. The first White House Conference on 
Aging brought old-age advocates inside the government, which meant that grievances and proposals could be 
presented to the president at an officially recognized forum (Pratt, 1976). Automatic cost-of-living increases 
in Social Security benefits were one of the resolutions adopted at the 1971 conference. When Congress 
approved them the following year, the old-age organizations gained legitimacy as a viable political force. 

When in 1981 President Reagan proposed a 10 percent cut in future Social Security benefits, a 31 percent 
cut in early retirement benefits, and a tightening of the eligibility criteria for disability benefits, his public 
approval rating dropped 16 points, and he immediately dropped his package of cuts (Béland, 2010). However, 
the attack on Social Security stimulated another wave of organizing by senior citizen groups. SOS, which had 
been dormant for several years, was reinvigorated. SOS members wrote thousands of letters to Congress 
protesting the proposed cuts. New organizations were formed, and by 1994 there were 61 national 
organizations representing the interests of the elderly. There now exists a national network of organizations 
representing the interests of older people, coupled with thousands of others that are regional or local in focus. 
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Protestors march against the privatization of Medicare in 2003. 
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The major senior organizations The largest senior organization—indeed, the largest voluntary organization in 
the U.S.—is the AARP, formerly called the American Association of Retired Persons. (see Table 16-4). 
Founded in 1958 mainly to offer health and life insurance to retirees, AARP had more than 35 million 
members by 2006. AARP lobbies actively on behalf of senior issues and scored a big success in lobbying for 
the elimination of mandatory retirement. Although AARP appears powerful because it is so large, its size is 
also a constraint. With so diverse a membership, AARP can rarely take a position without angering at least 
some members. On most issues AARP takes a middle-of-the-road stance. When AARP supported President 
Obama’s plan for health care reform in 2010, however, more than 4,000,000 members resigned in protest 


(Lynch, 2011). 


Table 16-4 Organizations Representing Older People 


AARP (aarp.org) The largest senior citizen organization, AARP had more than 36 
million members in 2012. Publishes AARP The Magazine. Lobbies 
on issues relevant to the elderly. 

Alliance for Retired Americans (https://retiredamericans.org/) Created by the AFL-CIO to lobby for Medicare, the Alliance was 
formerly called the National Council of Senior Citizens. Has 
approximately 4.5 million members, primarily blue-collar workers and 


trade unionists. Retains a liberal Democratic bias. 


National Committee to Preserve Social Founded in 1982. Played a key role in killing the Medicare 

Security and Medicare (http://www.ncpssm.org/) Catastrophic Coverage Act of 1988. 
National Active and Retired Federal Employees Association Has a membership of approximately half a million members. Primarily 
(http://www.narfe.org/departments/home/index.cfm) concerned with issues of interest to retired federal employees, 


especially protecting federal employees’ pensions. 


Other organizations are not hamstrung by these constraints. The Alliance for Retired Americans primarily 
consists of blue-collar workers and trade unionists, and it retains a liberal Democratic bias. Organized around 
active local clubs, Alliance for Retired Americans has access to the full lobbying power of the AFL-CIO. 
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Moreover, its smaller size and the shared background of its members make it more capable of taking a stance 
on particular issues than the unwieldy AARP (Light, 1985). 

The National Committee to Preserve Social Security and Medicare was founded in 1982 and has a well- 
funded political action committee. It is dedicated to strengthening all safety net programs including Social 
Security and Medicare. It played a key role in killing the Medicare Catastrophic Coverage Act of 1988, 
described later in this chapter. Finally, the National Active and Retired Federal Employees Association is 
dedicated to preserving the benefits of all people who work for the federal government and federal retirees. 
This list of organizations that comprise the old-age lobby, while not 
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exhaustive, gives some sense of those that are the most active and influential. 

How effective is the gray lobby? Interestingly, although there have been a few exceptional cases where age- 
based interest groups have been very effective, most legislation for older people has actually been proposed by 
others. More often the main role of the old-age interest groups has been that of protecting existing benefits, 
not winning new ones. Thus, while it would be misleading to say that these groups are a political powerhouse, 
it would be equally misleading to say that the gray lobby has not had some influence at key moments. 

In Europe the trade unions have made it difficult for governments to make cuts to public pension benefits. 
“Aging Around the World” describes how France was able to bypass the trade unions and reduce benefits. 


Social Movement Politics 


If you pick up a newspaper on any given day, you are likely to see some protest activity occurring over such 
diverse issues such as abortion, offshore drilling, gun control, or gay marriage. These are conspicuous social 
happenings called social movements. Like interest groups, social movements are collectivities of people 
organized to promote or resist change. However, interest groups are embedded within the mainstream 
political environment and are typically regarded as legitimate actors within that environment. By contrast, 
social movements consist of outsiders who have no direct access to powerholders (Amenta et al., 2010). 
Another difference is that interest groups pursue their collective objectives through institutionalized methods 
such as lobbying or soliciting campaign contributions, whereas social movements resort to noninstitutional 
methods such as demonstrations or sit-ins. 

In general, older people are least likely of all age groups to be involved in a social movement. Only rarely 
do they express their political beliefs by participating in protest rallies or demonstrations. As Figure 16-1 
shows, 16.6 percent of people between the ages of 18 and 29 said they took part in a political demonstration 
in the past year, compared with only 2.5 percent of those 65 or older. Moreover, only 28.5 percent of people 
65 or older believe that staging protests is an effective way to influence government, compared with 56.7 
percent of young people (MacManus, 1996). Older people are less likely to join social movements because 
they are embedded in their communities, their homes, their 
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jobs, and their families. By contrast, younger people have fewer ties. It takes an issue of great magnitude to 
trigger protest among the elderly. Indeed, only twice in the twentieth century were older people sufficiently 
disturbed about an issue to be drawn to a social movement or to participate widely in social movement 


activity. 
Figure 16-1 Percentage of People Who Took Part in a Public Demonstration. 
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POLITICS BY STEALTH: REDUCING PUBLIC PENSIONS IN FRANCE 


he French pension system was established after World War II and has always been fragmented between 


public and private sector workers. The basic system consists of a compulsory social insurance scheme, but 
trade unions representing many occupational sectors including the railroads and civil servants negotiated 
separate funds apart from the general scheme. The trade unions favored these separate occupational pension 
schemes, because they helped recruit and retain members and sustain commitment (Béland and Marier, 
2006). 

Until recently everyone, whether they worked or not, had the right to a minimum old age benefit at 65 
years old. Further, low-income people were eligible for supplemental housing aid, transportation, etc., and 
if needed, other financial benefits at the local level. France also previously had mandatory retirement, 
specifying that an individual must retire at age 65 and could retire at age 60, if he or she had worked 40 to 
41 years. In some professions, people are allowed to retire as early as 55 (public transport) or even 50 (bus or 
train drivers, miners). 

Although the French system has been resistant to change, some reforms have occurred. These changes 
were made possible, because the government strategically avoided labor protests or implemented major 
reforms during or immediately preceding the summer vacation season (Béland and Marier, 2006). For 
example, in 1993 an economic recession helped the government justify the need to reduce pensions (Palier, 
2007). The government was able to keep public sector unions essentially out of negotiations by increasing 
the contribution period required for full benefits from 37.5 years to 40 years for private sector employees 
only. Not only was the union presence reduced, but these reforms took place during the holiday season 
when it was difficult for the private sector unions to mobilize mass strikes or protests (Pederson and 


Quadagno, 2012). 
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The other major reform to French pensions occurred in 2003 when the contribution period for public 
sector employees was increased to 42. The legislation also extended the time period used to determine 
benefits: pensions will now be calculated on the best 25 years in the labor force instead of the best 10 years. 
In this instance, the government took months to pass the legislation, stalling by adding thousands of 
amendments and again passing the bill during summer vacation (Béland and Marier, 2006). 


What Do You Think? 


1. Should governments make major policy decisions when most citizens are on vacation? 


2. How many years do you think people should have to work to become eligible for public pensions? 


The Townsend movement The first major social movement attracting primarily older people was the 
Townsend movement, founded in 1933. Named after its founder, Dr. Francis Townsend, the movement was 
dedicated to enacting the Townsend plan, a proposal to give all people 65 or older a pension of $150 a month. 
A retired physician, Townsend traversed the country, giving inspirational speeches on the plight of the elderly. 
A network of Townsend clubs was formed across the nation, and members bombarded members of Congress 
with letters and postcards pleading for the enactment of a national old-age pension. At its peak, the 
Townsend movement claimed more than a million members. When Townsend-backed candidates won 
elections, incumbent elected officials across the nation sat up and took notice. The Townsend movement has 
been credited with hastening passage of the Social Security Act of 1935 (Amenta, 2006). 

After Social Security was enacted, Townsendites demanded higher Old Age Assistance payments, and in 
states where the Townsend movement had a large presence, OAA payments did increase. By 1950, however, 
the Townsend movement had lost most of it members (Amenta, 2006). 


Medicare Catastrophic Coverage Act of 1988 Not until 1988, when Congress passed the Medicare 
Catastrophic Coverage Act, did the elderly again rise up in protest. On July 1, 1988, the act was signed into 
law. It increased coverage of long-term hospital stays and added a prescription drug benefit, mammography 
screenings, hospice care, and caregiver support. But the new legislation provided no help with the burdensome 
cost of nursing home care, the major worry of most elderly (Street, 1993). That legislation imposed immediate 
fees on wealthier retirees to help pay for eventual additional protections for all Medicare recipients. 
Opponents quickly mobilized and turned the very beneficiaries whom the bill was designed to protect 
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against the law. It was repealed before it could go into effect (Skocpol, 2010). The lesson of this experience 
was that Americans are unwilling to pay for a program that is not going to benefit them. 


The Red Hat Society A recent movement of older people is the Red Hat Society, an organization dedicated to 
improving the image of older women. The Red Hat Society was found in the late 1990s by Sue Ellen Cooper 
after reading the poem “Warning” by Jenny Joseph. In the poem an older woman casts off societal 
expectations and starts wearing purple clothing and a red hat. So Ms. Cooper decided to form a nurturing 
network of women over the age of 50. 

Her message resonated with many women, and the society grew quickly. The Red Hat Society currently 
has hundreds of chapters in the U.S. and has spread to nearly 30 other countries (Rohlinger and Barrett, 
2006). 

As the Red Hat Society grew, its members discovered a different mission: to reshape the way older women 
are viewed by society. Members of the Red Hat Society take to the streets, malls, and restaurants in groups of 
15 to 25, wearing their distinctive outfits. This tactic not only makes people notice older women but it also 
serves to engage bystanders in a dialog about who they are and what they are doing. While members of the 
Red Hat Society have no intention of marching on Washington, they do have a political goal: to make older 
women visible and to demonstrate their relevance. In the “In Their Own Words feature” feature, Red Hat 
Society members describe how their activities influence public attitudes toward older women. 


The Aged as Political Office Holders 
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Few Americans ever run for political office, even at the local level. Some think they would have no chance of 
winning. Others think they don’t know enough about the issues. Many believe that a life in politics takes too 
great a personal toll. Holding office means giving up privacy and time with one’s family and perhaps even 
entails a move to Washington or to a state capital. Add to that lots of travel and the cost of maintaining a 
second home, and it’s easy to see why most Americans have no interest in a political career. In this section we 
consider the factors that people consider in choosing to run for office, the age requirements for office holders, 
and the question of whether it matters if older people are office holders. 

Why does anyone run at all? Some people run for office because they are committed to a cause and believe 
they can make a difference. Others are interested in a career in politics and see each office held as a step 
toward a higher office. A local city council member may decide to run for a vacant seat in the state senate. A 
member of the House of Representatives may decide to run for governor. A governor may run for the 
presidency. That’s what Jimmy Carter, Ronald Reagan, Bill Clinton, and George W. Bush did. 

In general, the higher the office, the older is the age of the officeholder. In part, this reflects minimum age 
requirements for certain offices. The U.S. Constitution requires that an individual be at least 25 years old to 
be a member of the House of Representatives, 30 to be in the Senate, and 35 to become president. Many state 
constitutions also have minimum age requirements for state and local government positions. The older age of 
officeholders in high-government positions also reflects career patterns in politics as people move to more 
prestigious positions (MacManus, 1996). 

Age sometimes arises as an issue when someone of advanced age runs for political office. In the twentieth 
century, only three presidents were 65 or older when they were inaugurated (Stanley and Niemi, 1994). 
Ronald Reagan was the oldest person to become president, and during his campaign people wondered if he 
was too old to be president, and especially whether he would remain healthy. Despite these concerns, he won 
the election. Then in the 21st century, Donald Trump, at age 70, was even older than Reagan when he was 
elected to office. Despite a lack of support from young people, he won the election. Young people were most 
enthusiastic about 74-year-old Bernie Sanders. What the evidence suggests is that, the outcome of elections is 
determined more by issues than by the candidate’s age. 

Does it matter whether there are older people in politics? The issue of who is represented raises a 
fundamental question about the meaning of democracy. What really is being asked is, Should political leaders 
mirror the people they represent? 


364 


Women and minorities, always underrepresented in politics, respond, yes, it does matter. After all, women 
were not granted the right to vote in national elections until 1920, and most African Americans living in the 
South could not vote until 1965, when the Voting Rights Act was passed. For most of the twentieth century, 
both women and minorities sought political office and made slow and modest 
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gains. The real issue is whether female officeholders are likely to take different positions from males— 
positions that better represent women—and whether minorities bring a different perspective to political 
debates. Do voters prefer to have people in office who share their views, regardless of age, race, or gender, or 
to have women or African Americans in office regardless of the positions they might hold on given issues 
(Phillips, 1991)? There are no simple answers to these questions. 


In Their Own Words 


© McGraw-Hill Education/Andrew Resek 


Red Hats Redefining Aging 
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RE a 65-year-old receptionist, explains why she enjoys being a Red Hat: 


Everytime we go to a restaurant we attract attention.... People stop us and ask, Now what is the Red Hat Society. It draws interest. They 
see older people are out having fun—as much fun as somebody in their twenties... I think it’s a way of showing people that even though 


you are 60 or 70 or 80 or even older, you can get out and still have a good time. 
Jane, a 69-year-old retiree, agreed: 


I don’t feel like I have to sit in a corner and be quiet.... Little by little, we are changing society. When we go somewhere, for instance, to 
eat lunch ... people smile and wave, and it’s almost like they are saying, They are having fun. They are not fuddyduddies. Maybe it’s not 


too bad to be getting a little older.... We are vibrant members of society. 


Source: Rohlinger and Gentile (2015). 


Although Bernie Sanders was 74 when he ran for 


president in 2016, he had overwhelming support among 
young people. 


© Diego G Diaz/Shutterstock.com RF 


Other Forms of Political Involvement 


Older people are involved in politics in many other ways besides holding office. They are more likely than 
younger people to follow primary contests from beginning to end, more likely to watch party conventions on 
television, and more likely to become involved in political party activities. They work in voter registration 
drives, help recruit local candidates to run for office, and get involved in party organizations. The next time 
you vote, notice who is helping at the polls (MacManus, 1998). You will see many older people handing out 
ballots. Older people may also get involved in local community politics. In California, a group of senior 
citizens from the Laguna Woods retirement community successfully fought a plan to build an airport near 
their homes (Andel and Liebig, 2002). 

The Internet is changing patterns of political participation of young people. One study looked at how 
people of various age groups learned about current news events. Young adults were much more likely than 
older adults to rely on the Internet as their main source of news. Further, because of their heavy Internet use, 
they were nearly as likely to be informed about key issues as older people. The authors concluded that the 
Internet may be narrowing the gap in political participation between age groups (Bachmann et al., 2010). 
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POLITICAL DEBATES ABOUT THE AGED 


Politics are the first and foremost a battle over ideas. The winner of these battles is the group that is best able 
to define the nature of the problem and present the most attractive solution (Béland et al., 2015). In 
considering the nature of politics about the aged, it is important to understand that much of what appears to 
be a political debate about the elderly is, in reality, a struggle over the future of Social Security and Medicare. 
Struggles over policies are struggles not only over concrete options but also over meaning and interpretation. 
The outcome of these struggles organizes the political terrain and places limits on what options might be 
considered. For example, Theda Skocpol (1995) noted that “universalistic programs have sustained moral 
imageries that allow the programs to redistribute income and deliver special services to disadvantaged 
Americans without risking public disaffection and political backlash” (p. 21). Similarly, Carroll Estes (1996) 
explained, when definitions of reality become widely shared, they “take on the character of objective reality, 
regardless of inherent validity, because people act as if they are connected to concrete realities” (p. 446). These 
definitions of reality “influence opinions and shape the public policies that flow from them.” These struggles 
have become embedded in the American political scene because public support for social programs is not 
determined solely by economic considerations but is mediated by political discourse. 

In the following sections, we describe the changing status of the aged and discuss how these changes have 
influenced public debates about the proper distribution of resources between generations. 


The Deserving Elderly 


In fewer than three decades, a dramatic transformation in the perception of the aged occurred. For most of 
the twentieth century, the elderly were viewed as deserving and needy, and the public willingly supported 
income and health care benefits for older people. As we saw in Chapter 5, the Social Security Act of 1935 was 
passed during the Great Depression in response to reports of high unemployment and poverty among older 
people. Despite Social Security, in 1960 poverty rates for people 65 or older hovered around 30 percent. Old- 
age poverty remained high because Social Security benefits did not keep pace with the cost of living and 
because high health care costs consumed a large 
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share of the income of retirees. Over the next two decades, several factors improved the economic security of 


older people. These included: 


» the passage of Medicare and Medicaid in 1965, which provided health insurance for people 65 and older 
and funded nursing home care for the aged poor. 

substantial increases in Social Security benefits between 1968 and 1972. 

® automatic cost-of-living increases added to Social Security in 1972 (Béland, 2010). 


As the economic status of the aged improved, rates of poverty among children increased. The reversal of 
fortune for children and the elderly fueled debates about equity between generations. 


The Generational Equity Debate 


During the 1980s and 1990s, discussions of programs for the aged were couched in terms of a “crisis” (Estes et 
al., 1996). The themes in these discussions have been those of generational equity (Thurow, 1999) and an 
entitlement crisis (Quadagno, 1996). The main argument is that the elderly have received more than their fair 
share of public resources, and this has left them as a group financially better off than younger people (Lamm, 
1999). As one article in Esquire magazine declared, “The recession didn’t gut the prospects of American 
young people. The Baby Boomers took care of that. In 1984, American breadwinners who were sixty-five and 
over made ten times as much as those under thirty-five. The year Obama took office, older Americans made 
almost forty-seven times as much as the younger generation” (Marche, 2012). 

This argument first gained credence in 1984, when the distinguished demographer Samuel Preston 
published an article in a leading scholarly journal decrying the rise in child poverty. Preston noted that public 
expenditures on children had been declining even as expenditures on older people rose. According to Preston, 
in the public sphere, gains for one group come partly at the expense of another. In his view, income transfers 
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from workers to the elderly also represented transfers away from children (Preston, 1984). This argument was 
then repeated in more sensational terms by generational equity proponents such as the writer Phillip 
Longman (1982), who argued that we should not be “squandering the nation’s limited wealth on an 
unproductive segment of the population” (p. 24) but rather should do more for children. 

Social scientists who have evaluated the merits of the generational equity argument have responded that 
claims of crisis are common in American politics. Compelling illustrations can always be found to dramatize a 
problem and support a proposed solution (Williamson and Watts-Roy, 2008). Too often these are used to 
simplify a complex social problem and justify a single policy response. As Munnell (1999) points out, Social 
Security and Medicare costs are often lumped together and treated as a single “crisis,” when in fact the two are 
separate programs that are financed separately and face different problems. Furthermore, public opinion polls 
directly contradict the central premise of the generational equity argument, that the older generation is greedy 
and interested in consuming an undue share of national resources. Rather, younger Americans express higher 
support for increased spending on Social Security than do older people, while older people are most likely to 
favor increased spending on education (Street and Cossman, 2006). 


Generational equity in comparative perspective The notion of generational equity is not exclusively American. 
Following reforms to the Dutch early-retirement scheme to encourage older workers to work longer, there 
was a sudden increase in concern about generational equity. Whereas previously people had favored preserving 
jobs for young workers and encouraging older workers to leave the labor force, during the 1990s support for 
age equality in job opportunities for both young and old workers in the labor market increased significantly 
(Dalen and Henkins, 2002). In New Zealand and Great Britain, similar issues have been raised (Thomson, 
1996; A. Walker, 1996). The issue has also been raised in Canada, in the context of public policy discussions, 
though it is rarely discussed in the media (Cook et al., 1994; Marmor et al., 1997). One study compared how 
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often the term generational equity was used in Canadian and U.S. newspapers and magazines. Between 1980 
and 1992, there were many articles in Canadian newspapers dealing with the old and the young, but they 
usually emphasized cooperation and positive communication. Common titles were “Young and Young at 
Heart Give Education a New Twist: Children, Seniors, Learning from Each Other”; “Age Barriers Knocked 
Down as Youngsters Mix with Elderly” (Cook et al., 1994:97-98). The term generational equity appeared in 
only one article in Canada over the entire period studied. 

In the U.S. during the same period, 39 references to generational equity appeared; the number peaked at 
13 in 1987. Headlines like the following were common: “U.S. Coddles Elderly but Ignores Plight of 
Children”; “America Is at War with Its Children”; “Robbing Baby Peter to Pay Aging Paul” (Cook et al., 
1994). One newspaper, the Kansas City Star, ran a year-long editorial campaign that argued repeatedly for cuts 
in Social Security and Medicare. Generational inequity was a strong theme of the series, which contained 
shrill and unflattering portrayals of age-group interests but did little to advance civic understanding of policy 
issues (Ekerdt, 1998). 

Why are generational relations portrayed so differently in Canada and the U.S.? One reason is that, 
compared with Canada, the U.S. spends more for health care on the elderly than it spends on children. That's 
because the U.S. only provides Medicare to the elderly and Medicaid to the poor, whereas Canada has 
national health insurance for all people, regardless of age and income. Another reason is that Canada has no 
senior citizen organizations equivalent to the gray lobby that has been so visible in the U.S. The perception 
that gray organizations are powerful contributes to a sense of generational inequity (Cook et al., 1994). 
Finally, generational equity may have become a more acceptable framework for discussions of public policy in 
the U.S. because the U.S. poverty levels among children and the elderly have not converged as they have in 
Canada. In 1991, about 20 percent of people aged 65 or older and 20 percent of children younger than 18 in 
Canada were living in poor households with low income (Cook et al., 1994). 

Although the theme of generational equity has appeared frequently in the media, few Americans have 
bought the depiction of the elderly as greedy, selfish, and unproductive. Unlike the poor, hidden from sight in 
bleak inner cities, the elderly are highly visible, present in every American family. People have only to look at 
their own parents and grandparents to know that most older people are living comfortably but not grandly and 
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that if the federal government stopped providing income security and health care, they—their children and 
grandchildren—would have to bear the burden. As discussions of generational equity waned, political 
discourse became focused on a new theme: the impending entitlement crisis (Quadagno, 1996). 


The Entitlement Crisis 


Entitlements are federal programs that are automatically funded each year and are not subject to debate. The 
two largest entitlement programs are Social Security and Medicare. The notion of an entitlement crisis is 
centered on two themes: (1) approximately one-third of the federal budget has been devoted to programs for 
older people and (2) spending on the elderly will harm future generations (Social Security Administration, 
2012). The idea of an entitlement crisis is similar to the generational equity debate except that the focus is 
more directly on the federal budget. 

The core thesis of the concept of an entitlement crisis is that spending on Social Security and Medicare is 
consuming a disproportionate share of the federal budget, crowding out other social needs (Quadagno, 1999). 
According to this scenario, entitlement spending cannot be sustained at current levels. The “graying of the 
welfare state is likely to have catastrophic consequences for the living standards of most working-age 
Americans” because taxes will have to be raised to astronomical levels to pay older Americans the benefits that 
they have been promised (Howe, 1997:36). 

How valid are these concerns? There was an increase in entitlement spending from 22.7 to 47.3 percent of 
the federal budget, between 1965 and 1993, a result of start-up costs associated with Medicare, which was 
passed in 1965. However, 
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entitlement spending only grew slowly after 1975. In the 10-year period from 1993 to 2003, entitlement 
spending increased by less than 1 percent, from 47.3 to 47.9 percent of federal expenditures. Spending on the 
three largest programs—Social Security, Medicare, and Medicaid—has been stable for more than a decade. 
There is no current entitlement crisis (Congressional Budget Office, 2003). As we discussed in Chapter 14, 
however, steps will need to be taken to restore the long-term solvency of the Social Security trust fund. 


The Ownership Society 


Recent efforts to dramatically change the nature of Social Security have focused on creating what is called an 
ownership society (Béland, 2005). This would occur through privatization, where workers would be allowed 
to divert a portion of their share of payroll taxes into private accounts. 

The ownership society framework is designed to appeal to younger workers who like the idea of having the 
opportunity to build wealth; wealth that they will use for their own retirement or pass on to their children. Yet 
young people, those aged 18 to 24, don’t object to paying Social Security taxes (Campbell, 2003). 

Many citizens mistakenly believe that Social Security will run out of money, because they often hear overly 
pessimistic predictions about the state of the trust fund, as discussed in Chapter 15 (Jerit and Barabas, 2006). 
For this reason, some politicians believe that they can convince the public that privatization is a good idea. Yet 
whenever the stock market takes a nosedive, people are reminded of the risks inherent in personal investments 
and the security provided by Social Security (Barabas, 2006). We discussed the pros and cons of privatization 
in Chapter 14. 

What: important to recognize is that public policies are constantly evolving. The problem with crisis 
scenarios is that the substance of the issues becomes obscured in heated rhetoric. 
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LOOKING BACK 


1. What are the voting patterns and preferences of older Americans? Older people have the potential to exert a 
significant influence on any election since they comprise a disproportionate share of the electorate. However, there is 
no evidence that they engage in bloc voting. Often older people have supported candidates or parties that enacted 
proposals against their interests. In general, there are few age differences in political preferences. Young and old 
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have similar attitudes toward public spending and similar preferences for presidential candidates. An exception 
was the 2016 presidential election, in which younger voters were less likely to vote for Donald Trump, a reflection 
of their generally more liberal attitudes. 

What are the major interest groups that represent older Americans, and what have they accomplished? 
The AARP is the largest organization of older people in the U.S. Other important organizations include the 
National Council of Senior Citizens, the National Committee to Preserve Social Security and Medicare, and the 
National Association of Retired Federal Employees. Despite the presence of many large organizations representing 
the interests of older people, it is important not to overestimate their political power. Very large organizations, 
such as AARP, find it difficult to take a position on any issue because their membership is so diverse. Often the old- 
age organizations disagree with one another. The greatest accomplishment of these interest groups has been in 
protecting Social Security and Medicare. 

What social movements have older Americans participated in? A/though older people are the least likely age 
group to participate in a political demonstration, on two occasions in the twentieth century they felt strongly 
enough about an issue to become involved in a social movement. The first social movement composed primarily of 
older people was the Townsend movement. Supporters lobbied Congress for a national old-age pension. Many 
observers believe that their influence hastened passage of the Social Security Act of 1935. The Medicare 
Catastrophic Coverage Act of 1988 generated an exceptional kind of protest politics by the elderly because they felt 
they were being taxed unfairly and because the legislation did not provide the one benefit they needed most—help 
with the costs of nursing home care. The most recent social movement is the Red Hat Society, whose objective is to 
increase the visibility of older women. 

What concepts have been used in debates about government spending on the aged? Until recently the aged 
have been considered deserving recipients of social benefits. As improvements in Social Security benefits raised the 
living standards of the retired, some people began to claim that the elderly were receiving an unfair share of 
societal resources, especially compared with what children receive. This is the central idea behind the notion of 
generational equity. Generational equity is primarily an American idea that has had little influence in other 
countries in debates about government spending. Another concept that is widely used is that there is an entitlement 
crisis. The notion of an entitlement crisis consists of three themes. The first is that expenditures on the aged are 
usurping an unfair share of federal resources. The second is that current trends cannot be sustained in the future 
when the baby boom generation begins to retire. The third emphasizes the need to create an ownership society by 
privatizing Social Security. 


THINKING ABOUT AGING 


What do you think is the single most pressing political issue for older Americans? 
The “gray lobby” has been advocating prescription drug coverage for the aged for some time. 
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What interest groups might oppose such legislation? Would some older Americans belong to those 
interest groups? 

Today’s older Americans tend to engage in the same kind of political activity they engaged in when they 
were younger. When members of the baby boom generation retire, what kind of political activity can we 
expect to see from them? Be specific. 

Now that Americans are living longer, should there be an upper limit on the age of candidates for high 
public office? Why or why not? 

Do you think children in the U.S. deserve the same degree of support from their government as the aged? 
Explain your reasoning in sociological terms. 


KEYTERMS 


AARP 360 
Alliance for Retired Americans 359 


entitlement crisis 367 


generational equity 367 
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gray lobby 359 

interest groups 359 

Medicare Catastrophic Coverage Act 363 

National Active and Retired Federal Employees Association 360 
National Committee to Preserve Social Security and Medicare 360 
ownership society 369 

social movements 361 


Townsend movement 363 
White House Conference on Aging 359 


EXPLORING THE INTERNET 


1. AARP is an organization dedicated to providing information on policies affecting older Americans. Go to 
the AARP website (www. AARP.org) and click on the link to Advocacy. Go to the following link 
(https://action.aarp.org/site/Advocacy;jsessionid=47 E8C16E6F2A6CCOE49BFD71D87B3F1B.app217a: 
cmd=display&page=UserAction&id=6158&CMP=EMC-SNG-ADV-MEDe&?intemp=AE-HP-DP1- 


R1) and answer these questions: 


a. What is AARP’s main concern about the future of Medicare? 
b. What is AARP telling its members to do to protect Medicare? 


2. Go to the website of the Alliance for Retired Americans (https://retiredamericans.org/). Click on the link 
to Our Issues and answer the following questions: 


a. What are the three main issues of concern to the Alliance for Retired Americans? 
b. What does the Alliance recommend in regard to cost-of-living increases in Social Security? 
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Glossary 
A 


AARP The largest senior organization and the largest voluntary organization in the U.S.; lobbies actively 
on behalf of senior issues. 

active euthanasia Also known as assisted suicide; occurs when a physician, close friend, or relative helps an 
ill or disabled person terminate his or her life. 

active life expectancy Measure of the number of years a person can expect to live without a disability. 

activities of daily living (ADLs) Measure of need for help with basic functions such as eating, bathing, 
dressing, getting to and from the bathroom, getting in and out of bed, and walking. 

activity theory A theory of aging which states that the psychological and social needs of the elderly are no 
different from those of the middle-aged and that it is neither normal nor natural for older people to 
become isolated and withdrawn; also called the implicit theory of aging. 

adaptation A range of behaviors to meet demands; includes developing habits to confront problems and 
manage frustration and anxiety. 

adverse mortality selection process Those who are at high risk of contracting life-threatening diseases die 
earlier, leaving a group of relatively healthy survivors. 

affluence test This would reduce benefits only for higher-income individuals and would be administered 
through the tax system instead of a welfare bureaucracy. 

age cohort Refers to people who were born at the same time and thus share similar life experiences. 

age discrimination Negative behavior toward older people; acting on the basis of stereotypes. 

Age Discrimination in Employment Act of 1967 (ADEA) Banned discrimination against workers aged 40 
to 65; made it illegal for employers to fire, demote, or reduce the salary of older workers without showing 
good cause. 

age effect A difference due to chronological age or life course stage. 

age-friendly community movement The goal of this movement is to optimize opportunities to enhance the 
quality of life as people age. 

age grade Use of age as a social category to group people by status—the expectations for when the transition 
from one role to another should occur. 

age integration theory A theory that recognizes that societies have both age-segregated and age-integrated 
institutions that can either impede or enhance the participation of the aged. 

ageism A systematic stereotyping of and discrimination against people because they are old. 

age norms Informal rules that specify age-appropriate roles and behavior. 

age stratification theory Underlying proposition is that all societies group people into social categories and 
that these groupings provide people with social identities; age is one principle of ranking, along with 
wealth, gender, and race. 

age structure The distribution of people across various age cohorts. 

age 30 transition One of Levinson’s developmental periods of adulthood; major tasks in this period are 
establishing a niche in society and developing competence in a chosen craft and then working at 
succeeding. 

age timetable Similar to age norms but looser and more flexible; informal rules, which specify age- 
appropriate roles and behavior. 

aging in place The natural aging of an area as the members of the population grow old; often accompanied 
by the out-migration of young adults; also refers to when elderly people live at home or in a community 
setting rather than in a nursing home. 

Alliance for Retired Americans An organization of retired trade union members that supports Social 
Security and Medicare. 

allostatic load The physiological response to chronic stress. 
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Alzheimer’s disease Severe organic deterioration of the brain that affects memory, cognitive functions, and 
personality to a degree sufficient to interfere 
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with normal activities and social functioning; symptoms include impairment of memory, intellect, judgmen 
and orientation and excessive or shallow emotions; the most common type of dementia. 

angina Chest pain that may precede a heart attack. 

aphasia Involves damage to the speech and language centers in the brain; one of the consequences of a 
stroke; occurs when the brain is deprived of oxygen; patients may be unable to produce meaningful speech 
or to understand spoken or written language. 

arthritis A chronic disease that causes joint inflammation and its consequences of pain, swelling, and 
deformity. 

assisted living facility (ALF) A type of housing that includes assistance with daily activities and 24-hour 
oversight; caters to a more affluent clientele than do board and care homes; usually provides private rooms 
and baths or small apartments, social and recreational facilities, and individualized care. 

autoimmune theory of aging Derived from the discovery that protective immune reactions in the body 
decline with age. 
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baby boomers The generation of Americans born between 1946 and 1964. 

basal cell carcinoma Common type of skin cancer; easily cured. 

bean pole family structure The phenomenon of four or five generations of a family surviving at one time. 

benign prostatic hyperplasia An increase in the size of the prostate. 

board and care home A facility that provides meals and assistance in basic activities of daily living; ranges 
from small, unlicensed rooms in a residential setting to hotel-like arrangements housing 200 or more 
residents. 

bridge jobs Jobs that span the period between full-time employment in a career job and permanent 
retirement. 
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capitation A payment system in which a health maintenance organization receives a flat monthly fee for 
each patient in the system regardless of what services are performed. 

caregiver burden Difficulty in managing the specific tasks to be performed in caring for the frail elderly. 

caregiver stress The subjective appraisal of the strain on the caregiver. 

cataract A condition in which the lens of the eye becomes cloudy, and light cannot penetrate. 

central nervous system (CNS) The brain and spinal cord. 

cerebellum A brain structure involved in body movements and, to some degree, balance; located at the back 
and base of the brain; essential in the fine-tuning of voluntary and involuntary muscular movements. 

child dependency ratio The number of persons younger than 18 relative to those of working age. 

chronic disease Condition for which there is no cure. 

chronic obstructive pulmonary disease (COPD) a term referring to two lung diseases, chronic bronchitis 
and emphysema, that are characterized by obstruction to airflow that interferes with normal breathing. 

chronological age Number of years a person has lived. 

classic aging pattern Age-related declines in verbal and performance intelligence among people 60 or older. 

climacteric The syndrome of physical and psychological changes that occur in midlife. 

clinical depression A set of symptoms that includes depressed mood, loss of interest in pleasurable activities, 
loss of appetite, sleep disturbance, fatigue, feelings of worthlessness and guilt, difficulties in thinking and 
concentration, psychomotor disturbances, and suicidal notions. 

cognitive psychology The study of mental processes. 


383 


cohort The aggregate of individuals who experienced the same event within the same time interval. 

cohort aging The continuous advancement of a cohort from one age category to another over its life span. 

cohort effect A difference due to the experiences or characteristics of the particular cohort to which an 
individual belongs. 

companionate grandparenting Grandparents who focus on emotionally satisfying, leisure-time activities and 
report an easygoing, friendly style of interaction with their grandchildren. 

compression of morbidity thesis The theory that improvements in health care and prevention will compress 
the years that an individual will be disabled into the last few years of the life span. 

congestive heart failure A condition in which the heart’s function as a pump is inadequate to meet the 
body’s needs. 

contingent work An arrangement in which workers are not a part of the firm’s permanent workforce but are 
hired only to do a specific job on a temporary basis. 
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continuing care retirement community (CCRC) A planned retirement community that provides a 
continuum of housing arrangements and services ranging from independent living to assisted living to 
skilled nursing care. 

continuity theory A more formal elaboration of activity theory; uses a life course perspective to define 
normal aging and to distinguish it from pathological aging. 

convergence theory A theory of aging that views old age as a great leveler, which reduces inequality that was 
evident at earlier stages of the life course. 

convoy model of social relations A theoretical model stating that each person moves through life 
surrounded by a group of people to whom he or she is related through the exchange of social support; 
dynamic and lifelong in nature. 

coping A state of compatibility between the individual and the environment so that the individual 
maintains a sense of well-being or satisfaction with quality of life. 

coronary bypass surgery A procedure to reduce blockage of the blood vessels supplying the heart. 

countertransitions Life course transitions produced by the role changes of others. 

creativity A measure of divergent thinking; the production of alternative solutions to a problem or situation; 
most elusive mental process to define and measure. 

critical gerontology an approach that emphasizes how the forces of globalization affect policies and 
programs for the aged and the daily lives of older people. 

cross-linkage theory of aging A theory of biological aging; states that the accumulation of cross-linked 
collagen is responsible for many changes associated with aging such as the loss of elasticity of the skin, 
hardening of the arteries of the circulatory system, and stiffness of joints throughout the body. 

cross-sectional research Research comparing people of different age cohorts at a single point in time. 

crowded nest The trend of young adults returning to the parental home. 

crystallized intelligence Intelligence based on the information, skills, and strategies that people have learned 
through experience; reflects accumulated past experience and socialization. 
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deferred exchange strategies Exchanges between individuals over the life course. 

defined benefit (DB) A pension plan in which the benefit level is based on years of service and prior 
earnings; a specified amount that is guaranteed when a worker reaches a given age. 

defined contribution (DC) A pension benefit based on the amount that has accumulated in the account, 
including contributions plus any gains or losses from investments, expenses, or forfeitures; a savings 
account with certain tax advantages. 

Delayed Retirement Credit Increases monthly Social Security benefits up to age 70. 

dementia A form of mental illness that mainly occurs in old age. 

demographic transition The shift from high mortality and fertility to low mortality and fertility that causes 
population aging; occurs in three stages. 
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demography The study of the basic population processes of fertility, mortality, and migration. 

diagnostic measure A medical diagnosis of a disease. 

Disability Insurance A monthly benefit provided to disabled workers younger than age 65; to be eligible for 
DI, a worker must be insured by Social Security by having worked 10 years and be unable to engage in any 
substantial gainful activity because of a mental or physical impairment. 

disengagement theory The first formal theory of aging; the view that normal aging involves a natural and 
inevitable mutual withdrawal or disengagement, resulting in decreasing interaction between an aging 
person and others. 

dual entitlement A term that describes the benefits of an individual who is eligible for a Social Security 
benefit as a worker and an additional benefit as a spouse. 


E 


early adulthood One of Levinson’s developmental periods of adulthood; ages 17 to 45. 

early adult transition One of Levinson’s developmental stages; the era when childhood draws to a close; the 
developmental tasks are to begin forming an adult identity and to separate from one’s family of origin. 

early retirement age The age of eligibility for reduced Social Security benefits, presently set at 62. 

early retirement incentive program (ERIP) Special pension provisions that allow workers to retire early even 
if they are ineligible for benefits under regular eligibility rules. 

earnings test A limit on earnings for workers 62 to 65 that determines the amount of Social Security 
benefits received. 

echo boomers The generation of Americans born between 1977 and 1994. 
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economic part-time work Part-time workers who are unable to find full-time jobs. 

elderly dependency ratio The number of persons aged 65 or older per 100 persons of working age. 

Employee Retirement Income Security Act (ERISA) A law passed by Congress in 1974 to regulate private 
pensions; required companies to establish minimum vesting standards, to set stringent funding 
requirements, and to establish methods for reporting plan benefits and finances to workers. 

empty nest Period when a couple is alone together following the departure of children from the home. 

encoding A stage of memory when information that is learned is stored for later use. 

entitlement crisis The perception that entitlement spending is causing the federal deficit, consuming a 
disproportionate share of the federal budget, and crowding out funds for other social needs. 

epidemiologic transition A shift in the proportion of deaths among the young and the elderly; accompanies 
the demographic transition; signifies a change in the leading causes of death from infectious diseases to 
chronic diseases. 

erectile dysfunction The inability to maintain an erection sufficient for penetration or sexual intercourse. 

euthanasia The act of killing or permitting the death of a hopelessly sick or injured individual in a painless 
way as an act of mercy. 

exchange theory A theory that social interaction between individuals is based on rational calculations and 
that people seek to maximize their rewards from these exchanges and minimize their costs; exchange 
theorists argue that interaction between the old and the young decreases, because older people have fewer 
resources to bring to the exchange. 

expansive women One of Apter’s types of midlife women; these women sought fundamental change in their 
lives in midlife. 

extended family The network of familial relationships, including grandparents, aunts, uncles, cousins, 
nieces, and nephews outside the nuclear family. 

eye blink classical conditioning (EBCC) The reflex that makes an individual blink when air is blown into 
the eye. 
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fee-for-service A system of reimbursement for health care costs in which physicians set the fees, and 
payments are based on the treatment received; patients have an unrestricted choice of physicians. 

feminist theory The central purpose is to illuminate the gendered nature of society; gender relations are the 
main subject matter; notions of masculinity and femininity are seen as socially constructed; emphasis is on 
the different ways aging is experienced by men and women. 

fertility rate A measure of the incidence of births or the inflow of new lives into a population. 

fiscal welfare Indirect payments to individuals through the tax system. 

fluid intelligence Refers to reasoning, memory, and information-processing skills; involves the ability to 
devise novel solutions to unforeseen problems; required to identify relationships and to draw inferences on 
the basis of that understanding. 

frail elderly Older people who depend on others for carrying out their daily activities; they show some 
mental or physical deterioration and need care from family members. 

free radical theory of aging A theory of biological aging; the view that free radicals contribute to the aging 
process by forming age pigment and by producing cross-links. 

full retirement age The age of eligibility for the full Social Security benefit. 

functional age A definition of age based on how people look and what they can do; in functional terms, a 
person becomes old when he or she can no longer perform the major roles of adulthood. 

functional status A measure of the extent to which a chronic health problem, either physical or mental, 
produces a behavioral change in a person’s capacity to perform the necessary tasks for daily living so that 
the help of another person is required. 


G 


gender neutrality An approach that emphasizes reformulating laws in gender-neutral terms. 

gender recognition An approach that presumes that gender equality can only be achieved by taking into 
account the differences between men and women and taking measures to compensate the disadvantaged 
sex. 

generation A term applied to studies of family processes; refers to kinship links. 

generational equity The view that there is a political trade-off between meeting the needs of the young and 
the old, that the flow of resources to the elderly has been inequitable, and that this issue will create 
intergenerational conflict. 
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genetic control theory of aging A theory of biological aging; the view that the life span is programmed into 
the genes. 

gerontology The scientific study of the biological, psychological, and social aspects of aging. 

glaucoma A serious condition that can lead to blindness; occurs when fluid cannot leave the anterior cavity 
of the eye through the normal channels; pressure builds up within the eye, gradually destroying vision. 

grandparent career The life course pattern to grandparent-grandchild relationships. 

gray lobby The organizations that represent the interests of the aged. 
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health behavior Activity undertaken by an individual to promote good health and prevent illness. 

health lifestyle A pattern of behavior based on choices and options that are available to people according to 
their life situations; includes behaviors that directly affect health care, such as having checkups and 
complying with prescribed treatment as well as decisions about smoking, food, exercise, personal hygiene, 
alcohol use, and risky behaviors like unprotected sex. 
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health maintenance organization (HMO) A health insurance plan run by a financial officer; a group of 
physicians belong to the HMO and the services provided are monitored by administrators to achieve 
efficiency and control costs; individuals who are insured through an HMO do not have an unrestricted 
choice of physicians but rather must choose among doctors contracted by the HMO. 

health-related quality of life (HRQoL) Those aspects of overall quality of life that can be clearly shown to 
affect health—either physical or mental. 

home and community-based services (HCBS) A range of services provided to the aged in the home; 
includes personal care such as bathing, dressing, feeding, and grooming, as well as housekeeping, grocery 
shopping, transportation, medical services, bill paying, and case management. 

Home and Community-Based Waiver Services Program (HCBS) An alternative to nursing home care; a 
program that allows states to provide the poor and the disabled with a variety of services, including 
homemaker services, respite care, day care, meals-on-wheels, physical therapy, and help with chores. 

hormone replacement therapy (HRT) A treatment to eliminate the physical symptoms of menopause and 
to provide protection against heart disease and osteoporosis. 

hospice A place where the terminally ill are allowed to die easily and at peace; an alternative to the medical, 
scientific model of dying; central component of hospice philosophy is pain management. 

hypertension High blood pressure. 

hypertensive cardiovascular disease Hypertension leading to a heart attack. 
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immediate exchange strategies Exchanges between individuals in goods and services at one point in time. 

immune function theory of aging A biological theory of aging based on two discoveries: (1) protective 
immune reactions decline with age, with the body becoming less capable of producing sufficient quantities 
and kinds of antibodies and (2) the aging immune system mistakenly produces antibodies against normal 
body proteins, leading to a loss of self-recognition; as the immune system becomes less efficient, normal 
aging occurs. 

independent living community A new type of continuing care retirement community that is geared toward 
a younger, healthier clientele. 

Individual Retirement Account (IRA) Way of using the tax code to encourage people to save for 
retirement; individuals are allowed to put money into special retirement accounts without paying taxes on 
the income or the earnings. 

innovative women One of Apter’s types of midlife women; women who were pioneers in a men’s world. 

instrumental activities of daily living (IADLs) Measure of need for help with such activities as keeping 
track of money, doing light housework, taking medicine, and running errands. 

intelligence A measure of intellectual ability. 

intensive care unit Special units in a hospital that cater to patients with the most serious injuries and 
illnesses. 

interest groups Organizations that lobby politicians to take certain actions; may support candidates running 
for office by informing their members that a certain candidate favors or opposes an issue of importance to 
them and urging members to vote accordingly. 

intergenerational solidarity A measure of family closeness that includes the frequency of interaction, the 
amount of interaction, the amount of positive sentiment about family members, the level of agreement 
about values and beliefs, the degree to 
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which services are exchanged, and the amount of geographical proximity. 

involved grandparenting Grandparents who take an active role in rearing their grandchildren; frequently 
they behave more like parents than grandparents; see grandchildren daily, often because they are living 
with them. 
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joint retirement A husband and wife retire at the same time. 

joint and survivor annuity Type of pension arrangement for married employees in which the worker takes a 
reduced pension for life and the spouse receives a 50 percent survivor's pension; both husband and wife 
may agree, in writing, to waive the survivor pension. 


K 


Kansas City Study of Adult Life A series of studies designed to identify how people adjusted to normal 
aging processes; the studies coupled an emphasis on adjustment with measures of social role performance 
across the life span. 

Keys Amendment First attempt to regulate board and care homes; required states to establish and enforce 
standards for homes serving residents who receive SSI. 
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learning The process of acquiring knowledge and skills. 

lentigo The discoloration or spotting that commonly appears on the face, back of hands, and forearms of 
people 50 or older. 

life course The interaction between historical events, personal decisions, and individual opportunities; 
experiences early in life affect subsequent outcomes. 

life course framework An approach to the study of aging that combines the study of the changing age 
structure with the aging experiences of individuals. 

life expectancy The average number of years people in a given population can expect to live; the mean age at 
death; a measure of the combined outcome of many births and deaths calculated by taking the sum of the 
ages of death of all individuals in a given population and dividing it by the number of people in that 
population. 

life span The longest number of years any member of a species has been known to survive. 

living will Document in which an individual can specify his or her wishes for treatment in advance in case 
he or she should become terminally ill. 

longitudinal research Process of sorting complex-methodological issues involved in distinguishing between 
age effects, cohort effects, and period effects. 

long-term care The range of services and supportive living environments that help the elderly and disabled 
live independently; also refers to institutional care for those who need more extensive help. 

long-term memory The permanent storage site for past experiences; involves the ability to recall distant 
people and events; helps people make meaningful connections between the past and the present. 

“look back” period Medicaid has a “look back” period of five years to see whether assets were improperly 
transferred in determining eligibility for nursing home care. 
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managed care A form of health care organization; decisions are made by a financial officer. 

means test Eligibility requirement for social benefits that is usually set quite low and accompanied by social 
stigma; only the very poor are able to qualify for benefits. 

median net worth The total value of all assets (e.g., a house, other property, personal savings) minus any 
debts. 

Medicaid Enacted in 1965; a program of health insurance for the poor; pays a large share of nursing home 
costs. 
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Medicare Enacted in 1965; a national health insurance program for all people 65 or older who are eligible 
for Social Security; granted as an automatic right to all qualified workers and their spouses. 

Medicare Catastrophic Coverage Act of 1988 Would have provided extensive benefits; represented the 
largest expansion of the Medicare program since 1965; repealed three months after it was enacted. 

Medicare Modernization Act Legislation enacted in 2003 that added a new Part D to the Medicare 
program, which provides seniors and individuals with disabilities with a prescription drug benefit. 

Medicare Part A Hospital insurance paid for through payroll taxes. 

Medicare PartB An optional program that pays for 80 percent of the cost of physician office visits. 

Medicare Part C Allows Medicare beneficiaries to purchase a private health plan. 


Medicare PartD Helps Medicare beneficiaries pay for prescription drugs. 

Medigap policy An insurance policy that pays for health care expenses not covered by Medicare. 

melanoma Dangerous skin cancer, which can metastasize and send cancerous cells to other parts of the 
body. 

memory The retention or storage of knowledge. 

menopause ‘The permanent cessation of the menstrual cycle. 

middle adulthood One of Levinson’s developmental stages; lasts from age 40 to 65 following midlife 
transition. 

middle-old People aged 75 to 84. 

midlife transition One of Levinson’s developmental stages; terminates the era of early adulthood. 

migration The movement of people across borders. 

migratory stream The migration of people from one region to another, such as the movement of older 
people to the Sun Belt. 

modernization theory The view that nations can be placed on a continuum from least developed to most 
developed, according to such indicators as the level of industrialization or the degree of urbanization, with 
those exhibiting certain qualities of social structure termed modern; basic premise is that the aged were 
revered in the past and that modernization has caused the status of the aged to decline. 

Money Follows the Person (MFP) Provides states funds to move Medicaid beneficiaries who reside in 
nursing homes back to their own homes or to alternative community housing. 

mortality rate The incidence of death in a population. 

motor nerves They carry outgoing information from the central nervous system to muscles and glands 


throughout the body. 
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National Active and Retired Federal Employees Association An organization concerned primarily with 
issues of interest to retired federal employees. 

National Committee to Preserve Social Security and Medicare A senior organization founded in 1982; has 
diverse membership of more than 5 million members; played a key role in killing the Medicare 
Catastrophic Coverage Act of 1988. 

neuroendocrine theory A functional loss in neurons and their associated hormones is central to the aging 
process. The decline in hormones leads to changes in body composition. 

neurons Brain cells that carry information throughout the body in the form of electrical signals. 

nuclear family The family unit consisting of husband, wife, and children. 

nursing home An institutional setting where long-term care of the frail and disabled elderly is provided. 
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Old Age Assistance Part of the Social Security Act of 1935; jointly funded and administered by the states 
and the federal government; converted to SSI in 1972; provided income for the aged poor who had not 
earned the right to Social Security benefits. 

Older Americans Act Passed in 1965; provides a number of services intended to enhance independent 
living, including congregate meals, personal care and nursing services, day care, chore services, and Meals- 
on-Wheels. 

oldest-old People 85 or older. 

ombudsman program Watchdogs that monitor the quality of care in nursing homes by investigating 
complaints by families and residents against facilities, reporting complaints to other regulatory agencies, 
gathering information, and meeting with those involved in disputes. 

open-ended interviews A technique used in qualitative research that allows respondents to answer a 
question without using pre-determined categories. 

osteoporosis Disease that causes the outside walls of the bone to become thinner and the inner part of the 
bone to become spongy; in the later stages, symptoms include a loss of height, back pain, and a curving of 
the upper back or spine, sometimes called a dowagers hump when spinal bones weaken and slowly 
collapse under the weight of the upper bones. 

ovarian cancer 

ownership society The idea that people could accumulate wealth if Social Security were privatized. 
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paradox of well-being Refers to the tendency for life satisfaction to remain high in old age, despite 
declining health and multiple losses. 

Parkinson’s disease A chronic brain disorder that may occur as early as age 30 but is more commonly 
diagnosed among people 60 or older; signs include a slowing of movement, a stooped posture with the 
head forward, elbows flexed, a shuffling gait, slurred speech, and a noticeable tremor. 
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participant observation research A type of data collection used in qualitative research that allows the 
researcher to gain close knowledge of a group of people or a community. 

passive euthanasia Involves withholding or withdrawing medical treatment to the hopelessly ill. 

Patient Protection and Affordable Care Act of 2010 Legislation designed to reach universal coverage that 
includes state insurance exchanges, mandates on individuals and employers, an expansion of Medicaid, 
subsidies to help low-income people afford coverage and stringent regulations on insurance companies. 

payroll taxes Taxes levied on workers and employers to fund social insurance programs; also defined as 
contributions to a social insurance pool. 

Pension Benefit Guaranty Corporation (PBGC) The federal agency that assumes responsibility for paying 
the promised pension benefits owed by firms if a terminated pension plan has insufficient funds to meet its 
obligations to the workers. 

pension-splitting A practice in which a pension becomes part of a divorce decree. 

period effect The impact of a historical event on the people who live through it. 

peripheral nervous system (PNS) All parts of the nervous system except the brain and the spinal cord; 
includes the spinal nerves that arise from the spinal cord. 

personality traits The attributes used to measure all facets of personality—who we are and how we react to 
events in our environment. 

phased retirement Any arrangement that allows older workers to reduce their responsibilities and ease 
gradually into full retirement. 

political economy theory A theory that old age is socially constructed and created through power struggles; 
highlights the structural influences on aging and emphasizes the relevance of power relationships for 
understanding how the aged are defined and treated. 

population aging Occurs when the proportion of older people relative to younger generations increases; a 
term that refers to an increase in the proportion of people 65 or older. 
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population pyramid A bar chart that reflects the distribution of a population by age and sex. 

postfallsyndrome The fear of falling in the elderly who have had a prior fall. 

presbycusis Normal loss of hearing with age. 

presbyopia An inability of the eye to focus on near objects. 

primary caregiver Person who takes basic responsibility for caring for elderly; tends to be a daughter. 

privatization The reduction of government responsibility and an increase in the responsibility of individuals 
for their own welfare; the taking over of government functions by the private sector. 

Program of All-Inclusive Care for the Elderly (PACE) An optional benefit for older people who meet their 
state’s standards for nursing home care. It features comprehensive medical and social services that can be 
provided in a variety of settings. 

Prospective Payment System (PPS)  Instituted a schedule to determine payments for hospital bills of 
Medicare recipients; estimates what the cost of an average patient with a specific diagnosis would be. 

protestors One of Apter’s types of midlife women; had faced early responsibilities that constrained their 
first years of adulthood; sought ways to develop the spontaneity they had missed earlier. 

public assistance A type of social benefit; contains eligibility criteria designed to encourage the able-bodied 
poor to work; derived from the sixteenth-century British system of poor relief. 
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race crossover Among the oldest-old, the mortality rate for African Americans falls below that of whites. 

redlining The banking practice of denying loans to people who live in certain neighborhoods. 

remote grandparenting Grandparents who see their grandchildren infrequently and have a relationship that 
is mainly ritualistic and symbolic. 

replacement rate The portion of preretirement pay that is replaced by the Social Security benefit. 

restrictive covenants The practice of banning people from neighborhoods on the basis of race, religion, or 
ethnic origin. 

retirement contracts Detailed contracts between parents and children regarding the parents’ rights and the 
children’s responsibilities; found in agricultural societies. 

Retirement Equity Act of 1984 (REA) Protected the pension rights of a spouse in the event of the death of 
the worker or of divorce. 

rheumatoid arthritis Inflammation of the synovial membranes, which line the joint capsule and the cartilage 
that covers the bones. 

role reversal Reversal of parent-child role, with the child becoming the decision maker. 

Roth IRA A savings method where individuals make contributions after they have already paid their taxes, 
and then make tax-free withdrawals when they retire. 
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senile purpura Purple bruises; sites where fragile blood vessels have ruptured. 

senior centers Community-based facilities that provide meals and offer social activities for older people. 

sensory nerves Peripheral nerves that carry incoming messages from the environment to the central nervous 
system. 

SEP IRA Under this plan an employer makes contributions into a Traditional IRA, which is set up in an 
employee’s name. This takes the place of contributions to a pension fund in the company’s name. SEP 
IRAs are typically used by small businesses or self-employed individuals. 

sequential retirement A husband and wife retire in sequence, with either the husband or the wife retiring 
first while the other continues to work. 

sex ratio The ratio of males to females; determined by the number of males relative to females at birth and 
by different survival rates over the life course. 
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short-term memory Working memory; a limited capacity system that keeps memory in consciousness; only 
lasts a few seconds. 

single room occupancy hotel (SRO) Apartment dwellings or old hotels, often in dilapidated inner-city 
neighborhoods. 

social clock The age norms that provide a prescriptive timetable, which orders major life events. 

social constructionism Sociological tradition that places individual intentions, motivations, and actions at 
the center of social theory; view that human beings are active creators of their own social reality. 

social gerontology The study of the social aspects of aging. 

social insurance Basic purpose of social insurance is to provide economic security over the life course and to 
prevent people from falling into destitution; distinguished from social assistance in that people contribute 
to a common pool and share risks; contributors earn the right to benefits. 

social movements Collectivities of people organized to promote or resist change; typically they operate 
outside the political mainstream. 

social role A set of expectations or guidelines for people who occupy a given position or status, such as 
widow, grandfather, or retiree. 

Social Security Old-age insurance; public pension system for retired workers who have made payroll tax 
contributions; also includes benefits for the disabled, widows, and spouses. 

Social Security Act of 1935 The first federal welfare legislation for workers; initiated the American 
welfare state; included programs for retired workers, the unemployed, and dependent children. 

social support system The network of relatives, friends, and organizations that provide both emotional 
support, such as making the individual feel loved or comforted, and instrumental support, which refers to 
help in managing activities of daily living. 

somatic mutation theory of aging A biological theory of aging that genetic damage causes aging of cells and 
tissues. 

somewhat impaired elderly People who are beginning to experience chronic ailments and need some 
assistance from family or community service agencies. 

spouse benefit A Social Security benefit paid to the spouse of a retired worker that is equal to 50 percent of 
the worker’s benefit. 

squamous cell carcinoma A common form of skin cancer that develops in the middle and outer layers of the 
skin. 

stages of dying Elizabeth Kubler-Ross’s five stages include denial, anger, bargaining, depression, and 
acceptance. 

stereotypes A composite of ideas and beliefs attributed to people as a group or social category. 

stroke A rupture or obstruction of a blood vessel to the brain that damages brain tissue; symptoms include 
memory deficits, emotional liability, and depression. 

Structural burden The dilemma of managing and negotiating services for older adults within the health care 
system. 

subculture theory A theory that people who share similar interests, problems, and concerns will form a 
subculture; the aged are believed to have a positive affinity for one another. 

subjective age identity How people subjectively define their age; most important factors in determining 
subjective age identity are activity level and health. 

successful aging The attainment of peak physical and psychological functioning and participation in 
rewarding social activities. 

Supplemental Security Income (SSI) A federal means-tested, social assistance program for the aged, blind, 
and disabled poor. 

support bank The exchanges made between members of the social support network over the life course. 

supportive housing A variety of group-housing options that include assistance with activities of daily living; 
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designed to help residents stay in one place and avoid or delay the need for institutional care. 

survivor’s benefit A Social Security benefit payable to the widow or widower of a deceased worker; equal to 
100 percent of the worker’s benefit. 

suttee A form of widow sacrifice. 
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tax expenditures Special income tax provisions that are implemented through the tax code; designed to 
accomplish some social or economic goal. 

theory of cumulative disadvantage A theory that people who begin life with greater resources continue to 
have opportunities to accumulate more of them while those who begin with few resources fall further 
behind. 

theory of intergenerational solidarity A theory that geographic arrangements will be adjusted over time to 
reflect the changing needs and resources of different generations. 

total dependency ratio The combined ratio of children and older people to workers. 

total institution Central features are a breakdown of the normal barriers that separate the main spheres of 
life—sleep, work, and play—and the handling of many human needs by a bureaucratic organization. 

Townsend movement The first major social movement consisting primarily of older people; founded in 
1933; named after its founder, Dr. Francis Townsend; dedicated to enacting the Townsend plan, a 
proposal to give all people aged 65 or older a pension of $150 a month. 

traditional IRA A type of savings plan where money is deposited into the fund before taxes are paid and 
then withdrawals made at retirement are taxed as income. 

traditional women One of Apter’s types of midlife women; stayed within the conventional feminine 
framework and defined themselves in terms of their family roles. 

trait theory A theory that everyone has most personality traits to some degree, but that everyone also has a 
core group of traits that define his or her personality; defining traits include five major factors: 
neuroticism, extroversion, openness, agreeableness, and conscientiousness. 

trajectory A series of transitions such as education, work, and retirement. 

transitions Refers to the shifts in roles that occur over the life course. 


y 


vascular dementia A common form of dementia; results from the cumulative effect of a number of small 
strokes, which eventually impair brain functioning; symptoms include blackouts, heart problems, kidney 
failure, and hypertension. 

verticalization The increase in family linkages between preceding and subsequent generations because of 
increased life expectancy coupled with reduced fertility. 

vesting rules These specify a minimum number of years a worker is required to be employed by a firm to be 
eligible for a pension. 

voluntary part-time work Part-timer workers who do not wish to work full-time. 

voter turnout The number of registered voters who actually vote in a given election. 


W 


wear and tear theory of aging A theory of biological aging; views the body as similar to a machine, like an 
old car or truck, that simply wears out. 

welfare state The combination of social programs that protect people from the risks of loss of income due to 
unemployment, disability, divorce, poor health, or retirement. 

well elderly People who are healthy and active, involved in social and leisure activities, often employed or 
busy with volunteer work, still carrying out family responsibilities, and fully engaged in the life of the 
community. 

White House Conference on Aging Conferences held every 10 years to present grievances and proposals on 
issues of interest to older people; way to present issues to the president at an officially recognized forum. 

widowhood effect When one spouse dies, the likelihood of their partner dying increases significantly. 

wisdom The acquisition of practical expertise in everyday life. 
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working memory A brain system that provides temporary storage and manipulation of the information 
necessary for complex cognitive tasks including language comprehension, learning, and reasoning. 


Y 


young-old People 65 to 74. 
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